pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF COMPLIANCE

This certificate is hereby granted to TRI-COUNTY RESPITE, ng:w
To operate MT. TREXLER MANOR

HAME OF FACILITY OR AGENCY

Located at _5201 ST. JOSEPH RD, PO BOX 1661 LIMEPORT, PA 18060

{COMPLETE ADDRESS OF FACIITY OR AGENCY}

ADDRESD OF SATELLITE SITE ALIHESS OF SATELLITE SITE

ADDRESS QF SATELLITE SITE ADOAESS OF SATELUTE SIT8

ADDRESE QF SATELLITE 8ITE ADDRESS OF SATELLITE BITE

Restrictions:

This certificate is granted in accordance with the Public Welfare Code of 1967, P.L. 31, as amended, and Regulations

55 Pa.Code Chapter 2680: Personal Care Homes

IMANUAL HUMBER AND TITLE OF REGULATIONS}

and shall remain in effect from _Qctober 23, 2017 untif _April 23,
unless sooner revoked for non-compliance with applicable laws and regulations.

No: 216631

IGEUING OFFICER DEFLITY SECHETARY

KOTE: This certificate is issued for the above site(s) aniy and is not ransferable
and should be posted in a conspicunis place in the facility HS 628 -~ 12/14




pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL - RETURN RECEIPT REQUESTED
MAILING DATE: N
067 2 3 2017

Mr. Adam Deviin,

President/Owner

Tri-County Respite, Inc.

5201 St. Joseph Road, P.0O. Box 1001

Limeport, Pennsylvania 18060

RE: Mt Trexler Manor
License #: 216631

Dear Mr. Devlin:

As a result of the Department of Human Services’ (Department) licensing
inspections on May 31, 2017 June 1, 2017, July 12, 2017, and August 17, 2017 of the
above facility, the violations specified on the enclosed Licensing Inspection Summary
were found.

Based on violations with 55 Pa.Code Ch. 2600 (refating to Personal Care
Homes), your current license #216630 dated August 15, 2017 to August 15, 2018 is
REVOKED. A FIRST PROVISIONAL license is being issued based on your plan to
correct the violations as specified on the Licensing Inspection Summary. This first
provisional license replaces all previously issued licenses and is effective for six months
from the date of issuance. The license dated August 15, 2017 to August 15, 2018 is
NOT reinstated upon expiration of this first provisional license. This decision is made
pursuant to 62 P.S. 1026(b)(1) and 55 Pa.Code § 20.71(a}2) (relating to conditions for
denial, nonrenewal or revocation.) Your first provisional license is enclosed.

All violations specified on the Licensing Inspection Summary must be corrected
by the dates specified on the Licensing Inspection Summary and continued compliance
with 55 Pa.Code Ch. 2600 must be maintained.

Bureau of Human Services Licensing
525 Forster Street, Room 831 | Harrishurg, PA 17120 T17. 7833670 | F 717, 7831.8662 | www dhs state pa.us
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Pursuant to 62 P.S. 1085-1087 and 55 Pa.Code §§ 2600.261-268 (relating to
enforcement), the Department intends to assess a fine for the following violations unless
fully corrected on or before the mandated correction date.

55 Pa.Code  Class Fine Calculated Mandated

Chapter 2600 of Census at  Perresident Fine Correction Date

Section no. Violation Inspection X Per day = Per day (to avoid Fine)

185a It 64 35 $320 5 calendar days from
mailing date of this letter

187a I 64 35 $320 5 calendar days from
mailing date of this letter

187¢ I 64 35 $320 5 calendar days from
mailing date of this letter

187d I 64 35 $320 5 calendar days from

mailing date of this letter

227d 1} 64 $3 $192 15 calendar days from
mailing date of this letter

A fine will be assessed on a daily basis beginning with the date of this letter and
will continue until the violation is fully corrected, and full compliance with the regulation
has been achieved. If the violation is fully corrected, and full compliance with the
regulation has been achieved, by the mandated correction date, no fine will be
assessed. You must notify the Department’s Regional Human Services Licensing office
in writing as soon as each violation is fully corrected and submit written documentation
of each correction. The Department will conduct an on-site inspection after the
mandated correction date, and within 20 calendar days of the date of this letter. If one
or more violations is not fully corrected and full compliance with the regulation has not
been achieved, you will periodically receive invoices from the Department’'s Bureau
Human Services Licensing with payment instructions. The fines will continue to
accumulate until the violation is fully corrected and full compliance with the regulation
has been achieved.

No fine is being assessed at this time; therefore, you may not appeal any fine at
this time. If a violation is not corrected and full compliance with the regulation has not
been achieved by the mandated correction date, a fine will be assessed and an invoice
will be mailed. This invoice will contain the right to appeal the fine.
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If you disagree with the decision to issue a provisional license, you have the right
to appeal through hearing before the Bureau of Hearings and Appeals, Department of
Human Services in accordance with 1 Pa.Code Part lf, Chs. 31-35. If you decide fo

appeal your provisional license, a written request for an appeal must be received within
10 days of the date of this letter by:

Jacqueline Rowe, Bureau Director
Bureau of Human Services Licensing
Department of Human Services

Room 631, Health and Welfare Building
625 Forster Street

Harrisburg, Pennsylvania 17120

This decision is final 11 days from the date of this letter, or if you decide to
appeal, upon issuance of a decision by the Bureau of Hearings and Appeals.

Sincerely,

ueline L. Rowe

Enclosures
License
Licensing Inspection Summary



VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600

Page 1 of 27

PCH Name: MT TREXLER MANCR

License Number: 21663

Address: 5201 ST JOSEPH RD PO BOX 1001, LIMEPORT, PA 18060

County; Lehigh

Administrator: Chris Troutman

Region: NORTHEAST

Legal Entity Hame: TRI COUNTY RESPITE INC

Legal Entity Address: 5201 ST. JOSEPH RD PO BOX 1001, LIMEPORT,

PA 18060

Certificate{s) of Occupancy
C-2LP
08/22/1999
L&

Staffing Hours

Resident Suppert: 0 Total Daily Staff: 63

Waking Sta#f:; 47

Type of Inspection: Full BHA Docket Number:

Notice; Unannounced

Reason(s) for Inspection(s}
Renewal, Incident

On-Site inspections Dates and Department Representatives On-Site
QE131/72017: Novak, Ryan; Rushin, Julienne
06/01/2017: Novak, Ryvan; Rushin, Julienne

OH-3ite inspection Dates and inspectors, if Applicable

Other Details

Pariial or Fuil Triggers:

Random indicators:

Resident Demographic Data as of Inspection Dates

ticensed Capacity: 80

Number of Residents Served; 61

Secured Dementia Care Unit in Home: No
Area:

Secured Dementia Unit Capacity, if Applicable:

Ninnber of Residents Served in Secured Dementia Care Unit,
if applicable:

Number of Current Hospice Residents: O

Numler of Hospice Residents in past year: 0

Mumber of Residents who:

Receive Supplemental Security Income: 10

Are £0 Years of Age or Older: 19
Have Mental lliness: 63
Have an intellectual Disabliity: 3
Have a Mobility Need: O

Have a Physicai Disability: 11




Page 2 of 27

Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANQR

1. REGULATION 55 Pa.Code §2600
2600.3(c) - The personal care home shall post the current license, a copy of the current licensing inspection summary
issued by the Department and a copy of this chapter in a conspicuous and public place in the personal care home,

2a. DESCRIPTION OF VIOLATION
The licensing inspection summaries dated 11/16/16, 9/1/16, 8/10/16 and 6/1/16 were not posted in a public conspleous area of the

home,

3. PLAN OF CORRECTION (POG) (Aftach puges 3 necessary. Remember that you must sign and date any attached pages,)
Include steps to comact the violation deseribed above and steps to pravent s similar violatfon from occuring again, staps cannol be compleled
immadialaly, include dales by which the sleps will be campleted.

In accardance with Regulation 2600.3(c ) the violation was corrected on the date of the inspection. The Administrator
and or his/her designee will conduct a monthly audils to ensure all inspection summaries received during the

calendar year are posted.

Repeat Violation: No Date(s) of Prgfloys Violation(s):

Pl
Signature of Legal Entity Representativ el
{Required on EVERY Page) mj Ma#, fr it

Printed Name and Title of Legal Entity epresenta(ive Date ,]
{Required on EVERY Page) éhﬂ shy OLLF-TYOWII‘M M&A N Hh /4 //?—
- 1
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

-~ 7‘ 1
l_L_..I_ Plan of correction implementation stafus as of 7“‘ 1

(Date) —oEe

' D Fully Implemented
‘ [Z] Partially Implemented - Adequate Progress
The above plan of correction was approved by [::] Partially Implemented - inadequate Progress
{fifrals) '
D Not Implemented

The above plan of correction Is approved as of
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Violation Report: 21683 . (5/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Fa.Coda 52600

2600.16(c) - The home shall report the incident or condilion fo the Department's personal care home regional office or the
personal care home complaint hotline within 24 hours in 8 manner designated by the Depariment. Abuse reporting shall
also follow the guidelines in seclion 2600.15 (relating to abuse reporting coversd by law).

Za, DESCRIPTION OF VIOLATION
Reslden #1's buproprion was not administered on 5/8/17 at 8am and 4pm, on 63017 at 4pm and 5/31/17 at Bam and 4pm.,
Resldent #1's glipizida 10mg was not administerad from 5/2217-6/31/17 at dpm.

Resldent #2's flanase twice deilly was not administerad from Bpm on 5/20/17-5131117.
Rasident #2's 8pm mediealions were nat adminlstared on 5/31/17.

Resldent #3's subsclv 5,7-1.4 take Z tablels once daily was nol administered on 5/1-5/2/17 & 5/21-6/23M7 at 5am.
Rasidant #4's flonase spray once dally was not adminlatered from 5/26-6/31/17.

Rasldent #4'a milk of magnesium once daily was not administered frorm 5/10-8/31/17.

Resldent #4's symblcort aer 160-4.5 inhalsr twice daily was nat administared from 8/24-6/31/17.

Tha homa did not submit Incident reports to the Depariment regarding the medication errors,

3. PLAN OF CORRECTION {POC) {Attach pages pg necessary, Remember that You must sign and date any artached poges,)
Includs slaps lo cormct the viofation desertbad ebove end slaps lo prevant a similar viglation from occuring agaln, If slaps cennot be complelad
immedialaly, Inchide dafes by which the steps wiil be complaled,
.n accordance with Regulation 2600,16(c ) for residants (1-4) on 6/2r2017 DHS Incidant Reports and medication ref)] verification was
submitied to Ryan Novak, Inspector for ravisw (see altachmenis )

Resident #1 - Madicatlon ommission was dua o the facility not having the medication on site during the time of sdminlstration.

Delivery 6/1/7 al 3:00 pm for 4:00pm medlcation sdministration window. Resident #2 - Medlcatlon omission was dua to the Facility not
having the medication on sita during the time of sdministration, Dalivery 6/1/7 at 3:00 pm, for B:00pm medication administration window,
Rasidant3 - Zubsolv order raceivad on 5/16/17. Medication required prior suthorization on 5/20/17. Delivery on §/24/17. Residant #4 -
Meadication gmisslon wes dus 1o the faclity not having the medication on &ie during the time of adminlstration. On 6M1/2017 at 3;00 pm,
the madication wes delivarad and avaliable to tha rasident for tha 8:00pm madication administration window.

In roference to Resident #1 Is a VA oulpatisnt, The medication rafill wag requestad on 51972017 with a dalivary dals of 10 days post
request ta refill. In order to bettar meet resident’s medicafion nasde and to Improve upon tha rafill process, effective B/12/2017 senior
Med Tach staff was assigned the coordination task of securing madication refl provigions pra and post adminsslons for our VA residants.
All raquests for medlcation rafil! provisiona must bs made lot he VA pharmacy 10 gays prior io end of the monthly supply to pravent the
delay in raclapt of medicaiton provisions that hava rasulted in no edministration of medication.

Additionally, medication aducation wii be provided on & moenthly basis as to medication arror reporling ta DHS. in May and June at the
mad tach staff meeting, medication error raporting was raviawad, As part of the discussion staff was Instrusted to repent ail medication
arrars to adminislraticn using the medication errer repent form and to submit the forrn by tha end of shift via sdminstrator's mailbox. Whan
medicalion arrors occur on weakands, med room staff must complete the madication error repost form and ihen contact the administrator
or dgsignas via 1ele}:hona &0 tha report ean be filed the DHS, within 24 hours, as required by reguluation,

(5 m wi/l

/l_oversee. Mo Lagune maning comPlian ., . Q.
M v |9l
Repeat Violation: No Dale(s) %r&b‘oua Vlnlaﬂ%).

Signat fL.egal Entlty R tatifle
W“f/ﬂw&?ﬂ [l map vt

Printed Name and Titla of LegahEntity Reprosefitafive

(Required on EVERY Page} t‘i\ rritd MJ /,?V " J(ﬂ’ml nMEh, N ,_m, Date } /(p / [

I /
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of carrection fs approved asof 171 7-) 7 Plan of correction Implementation stalus s of =) - 4
(Date) . — )

Fully iImplemanied
Perlally Implemented - Adsquate Progress

The above plan of correction was approved by Partially implamenied - inadequate Progress

(nitite)

SO0

Nol implemented
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan o
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.17 - Resident records shall be confidential, and, except in emergencies, may not be accessible to anyone other than
the resident, the resident's designated person if any, staff persons for the purpose of providing services to the resident,
agents of the Department and the long-term care ombudsman without the written consent of the resident, an individual
halding the resident's power of attorney for health care or health care proxy or a resident's designated person, or if 4 court
orders disclosure.

2a. DESCRIPTION OF VIOLATION

The resident privacy coding document was altached to the licensing inspeclion summary dated 11/4/15 which was posted on a bulletin
board located next to the medication room. The privacy coding document exposes confidential information of the residents,

3. PLAN OF CORRECTION {POC}) (Attach papes o5 necessary. Remember that you must sign and date any attached puges.)

Include steps to eomect the violalion described above and slaps fo preven! a similar violation from accurring again. il steps cannot be completed
immediately, include dales by which the sleps will be completed.

In accordance with Regulation 2600.17 the violation was corrected on the date of inspection.” The Administrator and

or his/her designee will conduct monthly audits to ensure the licensing inspection summary is posted correctly
and does not contain the resident privacy coding document.

-

Repeat Violation: No Date(s} of P%vnius V:olatmn(ls/).\ .

Signature of Legal Entity Representatiyef 1/ .

{Required on EVERY Page) 100 I [ ld LMl MGE b[—ﬂ
oAl 7

Printed Name and Title of Lega i Represenla[i

{Required on EVERY Page) Fi8Ho / H?I}MM " Wﬁ, NHA Date 7} /G /; +

] i
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of l.il'iu Plan of correction implementation status as of E;'/ 17
D Fully Implemented
m Padially Implemented - Adequale Progress
The above plan of correction was approved by [:] Partially implemented - Inadequate Progress
rals
) D Not Implemented
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Viofalion Report: 21663 - 05/31/2017 - Novak, Ryarn
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.51 - Crimninal history checks and hiring policies shall be in accordance with the Older Adult Protective Services Act
(OAPSA) (35 P.S, §§ 10225.101-10225.5102) and 6 Pa.Code Chapter 15 (relating to prolective services for older adulis).

Z2a. DESCRIPTION OF VIOLATION
Conlract employee A hired 4/13/16 did not have a Pennsylvania State Pofice Criminal Background Check completed.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

Include sleps 1o comect Ihe viclalicn described above and sleps to prevent a similar violaticn from occurting again. i steps cannot be completed
immediately, include dales by which the steps will be compleled.

Contract employee A was employed through Service Master Services as a caontractor of service. At the time of the
inspection employee A was no longer employed by service master. Contract employee A personnel file did
contain a background check but it was not in accordance with the PA State Police background verification outlined
in the Regulatory Compliance Guide.

As of June 2017 all current employees subcontracted through Service Master currently have a valid PA Criminal
Backround Check on file with this {acility,

To ensure future compliance, all contract employees will have personnel files verified by the Human
Resource Department prior to performing job duties.

QLLm Wil Gierson <y g Gha»of'n; compliances

C) V1=17-11

Repeat Violation: No Date(s) of Mus Violation{s):
1 P
Signature of Legal Entity Representa
{Required on EVERY Pace) % JiAn W’ ﬂ/}’fﬂz

pr

Printed Name and Title of Legal tfty Represerfiati

{Required on EVERY Page) | \C()WV/V;{-[M'\ Mﬁﬂ-—{ NH’A’ Date 7/5///;’

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of 171 147 Plan of correction implementation status as of J*~ /)77
(Date} — ate]
Fully Implemented
% Parially mplemented - Adequate Progress
The above plan of correction was épproued by - D Partially Implemented - inadequate Progress
(Initizts [[] Notimplemented :




Page 6 of 27

Violation Report: 21663 - 05/31/2017 - Navak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Cade §2600
2500.85(a) - Sanitary conditions shall be maintained.

2a. DESCRIPTION OF VIOLATION
Departmenl representative noled dried blood on resident #5's glucomeler.

3. PLAN OF CORRECTION {PQC) {Attach pages as necessary. Remember that you must sign and date any attached pages.)

Inciude sleps to comect the vioiation desenbed above and sleps to prevent a similar violation from occurring again. If sleps cannot be complaled
immediately, include dafes by which the sleps will be compieted.

In accordance with Regulation 2600.85(a) the violation was corrected on the date of inspection. To ensure continuing
compliance, on June 1, 2017 all residents with a Diabetes diagnosis and a physician's order for a glucometer and
diabetic supplies, received new glucometers from West End Pharmacy (new pharmacy provider).

As part of the Pennsylvania Department of Hurman Service Diabetes Overview training, on a8 daily basis staff are

responsible to educate and provide residents with Bleach fowelettes by which to decontaminate blood or bodily

fluids from diabetic equipment. Additionally, Med Tech staff are responsible to clean glucometers with

Bleach loweleties after each use. T——
__..———""—’—“'-'v-__......_______

On June 7, 2017 a medication tech task assignment checkiist (daily audit), that oullines individual staff
responsibilities per shift was implemented. The task assignment checklist inciudes fasks designed to ensure that
sanitary conditions are maintained.

wmuﬁkltfbr v ill Oyargg o oo Bnounne m?’Dl‘ﬂa'
Crnplicne,. Q =11 -17

Repeat Violation: No Date{s) of F}éxiu%s Violation(s}):
e

r

-

Signature of Legai Entity Representatife [J, - —efle

(Required on EVERY Page) U W / (/WU’_’ MAL, st
o T

Printed Name and Title of Legal EF Representativ

I .
(Required on EVERY Page) I\ L)fﬂpl{/e_r/lj\ma‘r\ A KA P T / (7

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of 1—"'63%;—'&)1—2— Plan of comrection implementation slatus as afg~ FFi17
(Date)

Fully implemented
Fartially Implemented - Adequate Progress

The above plan of correction was approved by Partially Implemented - Inadequate Progress

ihials)

UKD

Not irmplemented
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Violalion Report: 21663 - §5/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.88(a) - Floars, walls, ceilings, windows, doors and other surfaces musl be clean, in good repair and free of hazards.

Za. DESCRIPTION OF VIOLATION

Department representalive noted a 2°x 2" hole at the base of {he metal exit door in the stairwell located directly across from the main
kitchen. The hole allows access to rodents and insects,

3. PLAN OF CORRECTION (POC) {(Atiach pages as hcccssary. Remember that you must sign and date any attached pages.)

Include sieps to comrect the viclation deseribed above and sleps fo prevent a simitar viglation from vccurring again. If steps cannct be compleled
immedialely, include dales by which the sleps wifl be compleled.

in accordance with Regulation 2600.88(a) the violation was corrected on the date of inspection. A metai plate was
temporarily mounted over the hole. On June, 23, 2017 the existing door was replaced with a commerical metal
door. Ta ensure angoing compliance, all doors and windows will be monitored during routine enviromental rounds.

u—’i‘-‘b Boudit Ko & 2aviconmenind CAoods - 2R

Oure Leqvg dowe wesklyg G pen A, T3 =1

GLKLWLII.S'L(?C&K“ L{_)f}/ Ovbrse e 1LD Ly ane "'h-a',(_),‘\
Complioncp, QD 7 - 17— I }

P
Repeat Violation: No Date(s) of Fﬁvim}s \ﬁolatjon(;\:

Signature of Legal Entity Representati ! :
{Required on EVERY Page) i A MM—! A[n‘ff

Printed Name and Title of Legal Entity Representative

{Required on EVERY Page} ‘.\ ) OPN( ok Wﬂ Mgp;l ‘/Hﬁ' Date ql/é '/ﬁ,,

)]
PEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

. - f L -—
The above plan of correction is approved asof “L={ =1 7 Plan of correction implementation status as of @~ )11

(Date) Date)
Fully Implemented
Partially Implemented - Adequate Progress

The above plan of correclion was approved by Partially Implemented - Inadequate Progress

{ini

HiEpIIn

Not Implemented
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.91 - Telephone numbers for the nearest hospital, police department, fire depariment, ambularce, poison control,
local emergency management and personal care home complaint hotline shall be posted on or by each telephone with an
oufside line.

2a. DESCRIPTION OF VIOLATION
The Personal Care Home Complaint Hotling number was not updated on the common phones near the Young Adull Office and main
dining raom.

3. PLAN OF CORRECTION {POC} (Attach pages as necessary. Remember that you must sign and date any attached pages.)

include steps lo correct the viclation described above and steps fo prevent a similar viclation from ocouming again. Jf steps cannot be completed
immedialely, inciude dates by which the steps will be completed,

In accordance with Regulation 2600.91 the violation was corrected on the date of inspection. The emergency
phone stickers were amended to include the correct and updated telephone number of the Complaint Hotline.
All phanes will be regularly monitored to ensure continuing compliance in the area,

Qadier ensiconnentad task ~koivg
Wodde, (e pocadm) -1-31-iN

Q/[X(L}QJ S'H&f—b{" ‘wiH OVeErsee +o Ln-dianae ﬁn?@,na/
complhancs. Qe 11147

Repeat Violation: Na Date(s) of =vic\15 Violation{s);

i
Signat f Legal Entity R t v
it e v LA | WM ek Wi

Printed Name and Title of LegalBpti Represent—;‘ive Dat .
{Reguired on EVERY Page) (E‘i\:r)\t\ﬁ'[j ﬂHV/ﬁL ;{M 1, hw, Uth ate ‘7/6/‘ 7/
I J

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of carrection is approved as of 1:-«101:1-1— Plan of correction implementation status as of g"] 1-17
{Date) mm([)a!e)

Fully Implemented
Partially implemented - Adequate Progress
The above plan of conection was approved by Partially Implemented - iInadequale Progress

Not Implemented

L0
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.103(g) - Food shaii be stored in closed or sealed containers.

2a, DESCRIPTION OF VIOLATION
The freezer located in the kilchen area of the aclion recovery unit conisined a bag of frozen french fries that were not sealed.

3. PLAN OF CORRECTION (POC) {Atiach pages as necessary. Remember that you must sign and date any attached pages)

include steps to correc! the violalion described above and sleps (o prevent a similar violalion from occurring again, IF steps cannol be compleled
immedialely, include dales by which the steps will be compleled.

In accordance with Regulation 2600.103(g) the violation was corrected on the date of inspection, The food
was removed from the freezer and discarded in the trash, Additionally, all kitchen and direct care staff will be

rgeducated as to proper food storage procedures to ensure compliance, The administrator and/or hisfher designee

will conduct periodic audits to ensure compliance. s
: @ Mg Aoy L LLAA b Y'\M{-L.L\
Wit~ e s

Qg 26,17 '(‘“""“"“\ P 23170

m o

ik

Repeat Violation: No {"Date(s) of Ppévidus Violation{s): v
Signature of Legal Entity Representatife fj 1 )
(Reguired on EVERY Page) @/\ Mﬁg’!w Hﬂ

Printed Name and Title of Laegal E«(‘\ Representagve

{Reguired on EVERY Page) mjm?(ﬂ/ ’ /(}U[J'YHGIL m“dﬂ‘ Date '7‘/é//¥.-

DEPARTMENT USE ONLY - HO!lI\ES MAY NOT WRITE BELOW THIS LINE!

The above plan of correclion is approved as of -L'-'-g—(é-l—g)l-l— Plan of correction implementation status as ofg -h~71

Fully implemented
Pariially Impiemented - Adequale Progress

The above plan of correction was approved by Partially implemented - inadequate Progress

{tnitfals)

OO0

Not implemented
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.103(1) - Ouldated or spoiled food or dented cans may not be used.

Za. DESCRIPTION OF VIOLATION
The aclion recovery freezer located in the basement contained [ried chicken and chicken fingers that were not labeled and dated.

3. PLAN OF CORRECTION (POC) (Attach papes as necessary, Demember that you mmst sign and date any attached pages.)

include sleps to comrect the violalion described above and steps [o prevent a similar violation from occurring again. If steps cannot be completed
immaediately, include dates by which the steps will he completed,

In accordance with Regutation 2600.103(i) the violation was corrected on the date of inspection. The food was
removed from the freezer and discarded in the trash. All kitchen and direct care staff
will be reeducated as to proper food storage procedures. The ipistrator andfor his/her designee will conduct

periodic audits tg ensure compliance.

\MM.‘-‘ ‘-‘P% 2-3t-{7

Repeat Violation: No Datqui} of Pievious Violation(s):
P .
Signature of Legal Entity Repr, sept tiW' i m
{Required on EVERY Page) L% P w MAA;’ HH‘/—I(

Printed Name and Title of Ledai Ent(ls\ﬁepr sentafive

. ]
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

Required on EVERY Page T {W{]&TM\MZH /M’J’MM Date 7{/6/[7

The above plan of correction is approved as of —&Jl_—,—l Plan of correction implementation ststus as of 3 -}y
{Date} P . (I;;Ita)i 1

Fully Implemented
Parially implemented - Adequate Progress

The above plan of comection was approved by Pattially implemented - Inadequate Pregress

als)

OOOE

Not implemented
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANDR

1. REGULATION 55 Pa, Code §2600

2600.105(g)(2) - Lint shall be cleaned from the vent duct and internal and external ductwork of clothes dryers according to
the manufacturer's instructions,

2a. DESCRIPTION OF VIOLATION
Approximately 34" of lint was caked on each the four exlerior clothes dryer vents posing a risk for fire.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps to correct the violation described above and steps lo prevent a simifar vialatien from occurring again, If steps cannol be completed
inmediately, include dates by which the sleps will be completed,

In accordance with Regulation 2600.105(g)(2) the violation was corrected on the date of inspection. Teo ensure
compliance, the Administrator and/or his/her designee will conduct weekly audits of the vents for 1 month and

monthly audits thereafierior a6 month period.

Repeat Vialation: No Date(s) of Preyious, Violation(s):

Signature of Legal Entity Representatwe v
{Required on EVERY Page) j fn(_o( (“W M%Mfﬂ—

Printed Name and Title of Legal Enti resen hve -1 bat
{Required on EVERY Page) S }ﬁ W HGA N‘Hﬂ ate v] / /{7

DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LENEI

The above plan of correction is approved as of ‘7~—~——3-[ {:));;e}; Plan of correction implementation status as of % =]} -]
{Date}

[7] Fully Implemented

Parially Implemenfed - Adequate Progress

The above plan of correction was approved by D Partially Implemented - inadequate Progress
{infiats) D

Not Implemented

)
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Violation Report: 21663 - 05/31/2077 - Navak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.121(a) - Slairways, haliways, doorways, passageways and egress routes from rooms and from the building must be
unlocked and unabstructed.

2a. DESCRIPTION OF VIOLATION

Room #2114 ulilzes a window as an exit in the event of an emergency. The window was blocked by a bed, preventing
immediate egress in the event of an emergency.

3. PLAN OF CORRECTICN (POC) (Attach pages as necessary. Remember that yuu must sign and date any attached pages.)

Include steps to correct the violalion described above and steps to preven! a simitar violation frem occurring again, if steps cannol be complefed
immedialely, include dales by which the sleps will be compieted.

In accordance with Regulation 2600.121(a) the violation was corrected on the date of inspection. Resident
was relocated from room #214. On June 5, 2017 an administrative determination was made not to utilize
Room 214 as part of general resident housing.

On June 14 and June 28, 2017 staff was trained on fire safety precedures which included information on maintaining

compliance with Regulation 2600.121 (a). Additionally, fire safety training will be provided on an ongoing basis
throughout the calendar year.

Q—O"Y'\FL{‘AI‘\M. @ j""}-)_.lfl a’

£

Repeat Violation: No Date(s) of/‘; vi095 Violation(s):

Worin
Signature of Legal Entity Representrive

(Required on EVERY Page} % ] (ﬂdﬁw Mﬁ;ﬂ— Nz

Printefi Name and Title of Legal E tk’ﬁepresen Date
{Required on EVERY Page) (\ {S+d{9 M( /O‘MY*‘@A 1'/6 /(—?’

J
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of | AP ket 1 B Plan of correction implementation status as of §~/"_ )

Fully Implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved Partially Implemented - Inadequate Progress

NIRRT

{(Inttizis)
\ Not Implemented
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Violatlion Report. 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600122 - Unless otherwise regulated by the Department of Labor and industry, the Department of Health or the
appropriate local building authority, all buildings must have at least two independent and accessible exits from avery floor,
arranged lo reduce the possibility that both will be blocked in an emergency situation.

Za. DESCRIPTION OF VIOLATION .
Room #'s 214 & 215 utilize windows as an exit in the event of an emergency,:

3. PLAN OF CORRECTION {POC} (Attach pages as necessary. Remember Ut you must sign and date any altuched pages.)

Include sleps lo comect the violalion described above and sleps to prevent a simitar viglation from acouring again. If steps cannel be compleled
immedialely, include dates by which the slteps will be completed.

In accordance with Regulation 2600.122 the violation was corrected on the date of inspection. The residents
residing in Room #214 and #215 were relocated. On June 5, 2017 :

an administrative determination was made not to utilize Room #214 and #215 as part of general

resident housing,

M\L \,Q,ll OVxsea o 2 giire o using
C-ﬁf‘&-ftt'unu. @[’ D-i1-77 N

Repeat Violation: No Date(s) Wus Vioiafion{s):

a s 4
Signature of Legal Entity Representafivel .
eirontveny vasn | AWUNGOOA | (A0 B st
Printed Name and Title of Legal Entily Representat i

ve
{Required on EVERY Page] Ok J,‘prV /‘i\@uw ﬂ\_EA.I Nm Date ‘7/6/{7
T | T
DEPARTMENT USE ONLY - HOi‘ﬁIES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of ~)=J 707 Plan of correction implementation status as of § —/7- /7]
(Date) Date)
[[] Fully implemented
Partially Implemented - Adequate Progress
The above plan of eorrection was approved by Partially Implemented - Inadequate Progress
INitials
¢ ) [] Notimplemented
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Viclation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH MName: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.125(a) ~ Combustible and flammable materials may not be located near heat sources or hot water heaters.

2a. DESCRIPTION OF VIOLATION

A sock and a while tank top were localed on top of the dryer duct behind the homes GE dryer located in the basement, posing a
possible fire hazard.

3. PLAN OF CORRECTION (POC) (Attach papes as necessary. Remember that you must sign and date any atlached pages.)

Inchade steps lo correct the violaljon described above and sfeps lo prevent a similar violation from vecurring again. If steps cannol be compleled
immediately, include dates by which the sfeps will be completed,

In accordance with Regulation 2600.125 {a) the viclation was corrected at the date of inspection. The
Admlmsnalor.andlor his/her designee will conduct a weekly-audit for 1 month and monthly thersaftar for a 6
month period

On June 14 and June 28, 2017 siaff was trained on fire safety procedures which included information on
maintaining compliance with Regulation 2600.125 (a). Additionally, fire safety training will be provided on an
ongoing basis throughout the calendar year:

Repeat Violation: No Date(s) of Previpus Violation(s)'

i
e AN

Printed Name and Title of Lega@ Represen

{Required on EVERY Page) kns p /’JMW WA‘ MH’P Dafe 7/d [(7

DEPARTMENT USE ONLY HOMES MAY NOT WRiTE BELOW THIS LINEE

The above plan of correction is approved as of j—j-%é%—'l_ Plan of correction implementation stalus as of g =)=
(Date)

Fully Implemernted
Partially Implemented - Adequale Progress

The above plan of correction was approved by Partially implemented - Inadequate Progress

{iniliks)

L0

Not implemented
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Vlolation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600 \
2600.144(c)(1) - Proper safeguards inside and outside of the home to prevent fire hazards involved in smoking, including
providing fireproof receptacles and ashtrays, direct outside ventilation, no interior ventilation from the smoking room

through other parts of the home, extinguishing procedures, fire resistant furniture both inside and outside the home and
fire extinguishers in the smoking rooms.

2a, DESCRIPTION OF VIOLATION
50 plus extinguished cigarette bults were located on the ground under the dining room back porch.

50 plus extinguished cigarelle bulls were localed on the floor of the smoking shed #1.

20 plus exfinguished cigarette butls were located on the floor of the smoking shed #2,

3. PLAN OF CORRECTION (POC) (Atiach pages as necessary. Remember that you must sign and date any atfached pages.)

Inchide steps to comect the violation described ebove and sleps 1o prevent a similar violalion from cceurring again. If sleps cannof be complefed
immediately, include dafes by which the steps will be completed,

In accordance with Regulation 2600.144(c )(1) the violation was corrected on the date of inspection. To increase
better staff management and clean up the smoke schedule was changed from every 2 hours (6am - noon) to
6:45 am, 9:00am,10:30 am, noon and every 2 hrs thereafier.

Additional signage has been posted in areas in which smoking is restricted,

The Administrator and or histher designee will conduct weekly site audits to ensure compliance.

Staff and Resident education on smoke rules and expectations will be provided on an ongoing basis to improve
conditions and maintain compliance. E—

Mﬁfin}r“fﬁ.f’br WJ'“ OVe(seo fo Lndeute ﬂﬁgwina__
Compliance. 4. 7=17-11

usrou%

e - —
Repeat Violation: Yes ﬁate(s)ﬁ(ﬁ'r%?ous Vialatien(s): { 11!18!2012:‘:\
- )

-
Signature of Legal Entity Represegtatiffe )
Reqguired on EVERY Page f /I?UJ méﬁ"ﬂfm,

A | 1
Printed N d Title of Legal R r¥ati ' '
e S e TR 2 g el | © 7/ 7
. . L

t
DEPARTMENT USE ONLY - HJ)MES MAY NOT WRITE BELOW THIS LINE!

The above pian of correction Is approved as of M—-—"—?— Pian of correction implementation status as of §=~¢ 2—J 7
(Date) - Date)
D Fully lmplemented
M Partially Implemented - Adequate Progress
The above plan of corection was approved by D Partially Implemented - Inadequate Progress
(ifitials)
E] Not implemented
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Violalion Report: 21663 - 05/33/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code 52606
2660.183(d) - Only current prescription, OTC, sample and CAM for individuals living in the home may be kept in the hame

2a. DESCRIPTION OF VIOLATION
Resident #6's Levemir with an expiration date of 5/31/17 was noted in the medication room refrigeralor

ﬁesidenl #1's Lantus with an expiration date of 5/25/17 was noted in the medication room refrigerator,
The Advair Diskus' prescribed to residents' #8 and #9 were nol dated 1o indicate when they were opened.

Resident #1's lylenol PRN was slill available in the home's medication cart, the medication is no lenger a current order,

3. PLAN OF CORRECTION (POC) (Attach papes as necessary. Remember that you must sign and date any nttached papes.)

Include steps lo correct the violation described abova and steps to prevent a simifar violalion from cocwTing again, If steps cannof be completed
imimadialely, include dales by which the sleps will be completed,

In accordance with Regulation 2600.183(d) the violations were corrected on the date of inspection. Monthly

staff meetings (May & June 2017) provided for continuing medication administration training that includes proper
storage, labeling and disposal of medication provisions. In order to mirimize continuing error, on June 7, 2017
a medication tech task assignment checklist (daily audit) that outlines individual staff responsibiliies per shift was
irmplemented with staff and include a variety of tasks including proper dating, disposal of expired medications and
verfication that the MARs match the physician order sheets.

Staff currently complete daily and weekly audits. Additionally, the Administrator and or his / her designee will
canduct monthly audits o ensure that proper storage, labeling, and disposal practices are being implemented
on a routine basis.

Repeat Violation: No Date(s) of F/?é%im)F Violation(s):

Signature of Legal Entity Representatibe
{Required on EVERY Page) /1 m/}( / T Wgﬂ-} M’ﬂ,
‘ 1 v

Printed Name and Title of Leg nﬁtykggres ntati

{Required on EVERY Page) Hj{‘d‘[) v \A}U‘LM&[ MA?N% Date_,)/é/{?

DEPARTMENT USE ONLY - HJOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of w

Plan of corection implementation status as of -
{Date) e 4

{Date)
Fully implemented
Partially Implemented - Adequate Progress

‘The above plan of correction was approved by Partially Implemented - Inadequale Progress

HOW

Not Implemented
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name; MT TREXLER MANOR

i. REGULATION 55 Pa.Code §2600
2600.184{a)} - The oariginal container for prescriplion medications shall be lakeled with a pharmacy [abel that includes the
foltowing:

(1) The resident’s name.

{2) The name of the medication.

(3) The date the prescription was issued,

(4) The prescribed dosage and instructions for adminisiration.

(5} The name and title of the prescriber.

2a, DESCRIPTION OF VIOLATION
Resident #1's lantus solosiar pen and novolog flex pen did not havea pharmacy label attached,

3. PLAN OF CORRECTION {POC} (Astach pages ns necessary. Remember that you must sign and date any attached pages.)

Include steps fo comrect the violation described above and sleps lo prevent a simitar violation from occurming again. If steps cannot be completed
immediately, includs dates by which the steps will be completed.

in accordance with Regulation 2600.184(a) the violation was corrected on the date of inspection. Monthly
staff meetings (May & June 2017) provide for continuing medication administration training that includes proper
storage and labeling of medication provisions.

In order to minimize continuing errors, on June 7, 2017 a medication tech task assignment checklist (daily audit)
that outiines individual staff responsibilities per shift was implemented.

The Administrator and or his/her designee will conduct monthly audits to ensure that proper storage
and fabeling practices are being implemented on a routine basis. Additionally, the new pharmacy wil provide double
labeling of all diabetic supplies. The pharmacy will label the box, as well as, the individual pens andlor vials.

Repeat Violation: No Date{s) ofyﬁevic*.ls Violation(s):
L s

Signature of Legal Entity Representativ v
(Required on EVERY Page) WM [ uﬂm oL i
Lo r T

Printed Name and Title of Legal E(‘m presentdlive

{Required on EVERY Page} _ i %ﬂw F_:“qw&‘\- N’V}A‘I ﬁ/h‘ﬂ' Date f)/‘ [{7

|
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of ’)_______1_., / (gat::)l Plan of corregtion implementation status as of §{ =171~ 1]
{Date)

Fully Implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by Parially Implemenied - Inadequate Progress

{Initials)

HIEPIN

Ned Implemented
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §26G0
2600.185(a) - The home shall develop and implement procedures for lhe safe storage, access, security, distribution and
use of medications and medical equipment by trained staff persons.

2a, DESCRIPTION OF VIOLATION ‘
The glucometers used for residents’ #10 and #11 were not calibrated lo the correct date and time.

The blood glucose levels (BGL) for resident #5 were documented incarrectly on the MAR on the following dates and times: on 6/30/17
al 12pm the meter indicates a BGL of 597; "HI" is written on the MAR; on 5/29/17 at 8pm the meler indicales a BGL of 528, 547 is
writlen on the MAR; on 5/25/17 at Bpm the meter indicales a BGL of 542; 452 is writien on the MAR

The blood glucose levels (BGL) for resident #12 were documented incorrectly o the MAR on the following dates and times: on 5/31/17
at Bam the meter indicales a BGL of 143; 140 is written on the MAR; on 6/30/17 at 8am the meter indicales 2 BGL of 187, 185 is
wrilten on the MAR; on 5/29/17 at 8am the meter indicates a BGL of 223; 212 is wrilten on the MAR;; - L

Resident #2's PRN Milk of magnesium was not available at the time of the inspeclion.

Residen! #4's PRN hydrocorisone cream 1% was not a\raélabfe at the lime of the inspection.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any altached pages.)
Include steps lo correct the viclalion described above and steps fo prevent a similar violation from occering again. I steps cannol be compleled
immediately, include dafes by which the steps wilt be compleled.
In accordance with Regulation 2600.185(a) for residents (284) on 6/2/17 DHS Incident Reports and medication
refill verification was submitted to Ryan Novak, Inspector for review (see attachments.)

Resident#2 - Medication omission was due to the facility not having the medication on site and available for administration.
Delivery on 6/1/17 at 3:00 pm and avaitable upon request, Resident#4 - Medication omission was due to the facility not
having the medication on site and available for administration. Delfivery on 6/1/17 at 3:00 pm and available upon

request.

in response to residents (5&12), med tech staff meetings (May & June 2017) provided for continuing

medication administrafion training that identifies blood ghicose level necessary for accurale documentation :
purposes In crder to continue to reduce errors, on June 7, 2017 & medication tech task assignment checklist (daily audit)
that outlines individual staff responsibilities per shift was implemiented. Staff curently complete daily s weekly Tudits.

Additionally, the Administrater andfor his / her designee conduct monthly audits to ensure that accurate documentation
practices are being implemented on a routine basis, .

As it pertains to residents (10&11} on June 1, 2017 all residents with a Diabetes diagnosis and a physician’s order for a
glucometer and diabetic supplies, received new glucometers from West End Pharmacy (new pharmacy provider). As part of
the monthly med tech staff meeting (May & June), staff were reeducated to the Pennsyivania Department of Human Service
Diabetes Overview training practices establish for meter calibration and accuracy of date and time.

£ ——

Repeat Violation: Yes Date(s) of )‘(rleviués Walat@ 06/ >

Signature of Legal Entity Representafiv B
(Required on EVERY Page) /\U J‘{ [ WWM MM
v M 7
t

i
Printed Name and Title of Le ntity Representa fg’-. }

{Reguired on EVERY Page) kr /ﬁujvv\dg\ W‘, M{'m Date 7/&/{7

1
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of —)l%%é)J_‘) Plan of correction implementation status as o:1 ] 7=/ i
—(ae)

Fully tmplemented
Partially Implemented - Adequate Progress

The above ptan of correction was approved by Parlially implemented - Inadequale Progress

InRials
( ) Not Implemented NGLY Vv

OO0
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.186(c) - Changes in medication may only be made in writing by the prescriber, or in the case of an emergency, an
alternate prescriber, except for circumstances in which oral orders may be accepted by nurses in accordance with
regulations of the Department of State. The resident's medication record shall be updated as soon as the home receives
written nolice of the change.

Za, BESCRIPTION OF VIOLATION
Resident #4's MAR noles molrin 600mg 1 as needed 3 times daily, the bottle to the medication notes G60tmg every 6§ howrs as needed.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign znd date any sitached pages.)

Inciude steps lo correct the violation described above and sleps Io prevent a similar violalion from oceurring again. IF steps cannot be compleled
immediately, include dates by which the sleps will be compleled.

In response to Regulation 2600.188(c } resident #4 - on 11/10/16 the criginal order was documented as metrin
600mg 1 as needed 3 times daily. On 3/28/17 the physician order was changed to motrin 600mg every 6 hours.
Staff failed to update the MAR to correspond with the new order. Upon notification the MAR was corrected to
ensure proper dosage was provided to Resident #4.

Med tech staff meetings (May & June 2017) provide for continuing medication administration training that
outlines accurate physician order transcriptions on the MAR. In order to continue to reduce errors, on

June 7, 2017 a medication tech task assignment checklist {daily audit) that outlines individual staff responsibilities
rer shift was implemented and it includes a variety of tasks; inclGding verification that medications listed on MARs
match the physician order sheets, Staff currently complete daily and g_@_ﬁﬁ{f‘udits.

Additionally, the Administrator and or his / her designee conduct monthly audits to ensure that accurate

documentation practices are being implemented and followed on a routine basis.

Repeat Violation: No Date(s} of Prgvikus Violation{s):
2

Signature of Legal Entity Representatiye |, -
(Required on EVERY Page} Al ID(QPZM } /{M i M].’?A’, NYH
Printed Name and Title of Legai Entityk{‘epresen Hv ]

fa
{Required on EVERY Page) O,\MJ@U/ mefmcik ISk, petA bate ) /6 / e

J
DEPARTMENT US\E ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of [~ }(I‘Z).:e; 1 Plan of correction implementation status as 0$ - 71 7
~(Date)

[:l Fully implemented
m Partially Implemented - Adequate Progress
The above plan of correction was approved by D Partially Implemented - Inadequate Progress

[] Notimplemented
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Violation Repori: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR .

1. REGULATION 55 Pa.Code §2600 :
2600.187{a) - A medication record shall be kept to include the following for each resident for whom medications are
administered: :
{1} Residenl's name.
{2} Drug allergies.
{3} Name of medication.
{4) Strengih.
(5) Dosage form.
(6) Dose,
{7) Route of administration.
{8) Frequency of administration.
{9) Administration times.
{10) Duration of therapy, if applicable.
{11) Special precautions, if applicable.
(12) Diagnosis or purpose for the medication, including pro re nata (PRN).
{13) Date and lime of medication adminisiration.
{14) Name and initials of the staff person administering the medication.

2a. DESCRIPTION OF VIOLATION

Resident #5 is lo receive Humalog 100ml! based on a sliding scale. Review of resident #5's MAR indicates staff is not documenting the
units of insulin being administerad, -

Resident #1's Lithium 150mg & 300mg do nct have a diagnosis or purpose listed on the MAR,

Resident #1's tylenci 325mg faklel was listed on the MAR and is not a current order. Resideni #1's naproxen 275mg tablel is a current
order and is not listed on the June 2017 MAR,

Resident #2 was not in the building on 5/31/17 for the 8pm medication pass, refused was noted on the MAR,
Resident #3's . 1mg clonidine PRN is a curmrent order and is not listed on the June 2017 MAR.

Resident #4's 325mg PRN is a cument order and is not listed on the June 2017 MAR.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember that you must sign and date any attached pages.)

Include steps lo correct the violation described above and steps lo prevent a similar violation from occurring again. If sleps cannot be compleled
immediately, include dales by which the steps will be compleled,
In accordance with Regulation 2600.187(a) - Resident #1 diagnosis added to MAR, Tvlenol 325 mg order was discontinued on the MAR and the
Nagproxen 275 mg order was added to the MAR. Resident #3 Clonidine 1mg PRN order was added to the MAR. Residen| #4 325 PRN order was added
lo the MAR. Med lech stall meetings (May & Jine 2047} provide for canlinuing medicalion administration training {hat cutlines the importance of acourate
documentation of physician orders and MAR's. in order to continue to reduce emrors, on June 7, 2017 a medication tech task assignment checkdist
{dally audit} that outlines Individual staff responsibilities per shift was implemented. Staff currenlly complele dalfy and weekly audits, Addiianally, the
Administralor and or histher designee and the contracted pharmacy will conduct mondhly audits lo ensure that accurale documentation practices are being
implEMENTEd and followed on & routine basis,

R t Violation: Yt Date Previous Vislation(s): 1/116/2016 - 06/0142
epea n: Yes yﬁ?f‘ tior (s} {\_

Signature of Legal Entity R bt ‘
aaureson vy v | AN UAPOL | Ut pudc ot
7

L
Printed Name and Title of Legt‘tity Represlen

—

(Reguired on EVERY Page) W( N ,0% UJ‘WW‘ M #_j N | oot r[ /é J[%

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of | = j(;;;e)l i Plan of correction implementation status as oiq e} -]
~ T {Dale}

Fully Implemented
Partially Implemented - Adequale Progress

The above plan of correction was approved by Parfially Implemented - inadequate Progress

{I\lials)

RrOOO

Not Implemented

LAY IVERYe
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Violation Report: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.187(b} - The infarmation in § 2600.187(a}(13) and § 2600.187(a)(14) shall be recorded at the time he medication is
administered.

Za, DESCRIPTION OF VIOLATION
Resident #2's flonase was initialed as adminisiered on 6/1/17 at 8am, the medication was nol available 1o be adminislered.

Resident #3's adderall 38mg twice daily was nol initisled as adminislered at the time of administration on 5/30/17 at ipm and 5/31/17
at 8am. The MAR was inilialed on 6/1/17 after this writer requesied copies of the May 2017 MAR.

3. PLAN OF CORRECTION (POC} (Attach pages as necessary. Remember that you must sign and date any attached pages)
Inciude steps Ip corvect the violalion described above and steps fo prevent a similar violation from occuring again. I steps cannol be completed
immediately, include dales by which the steps will be compleled.

In accordance with Regulation 2600.187(b) Med tech staff were counseled as to the importance of accurate
documentation. Med tech staff meetings {(May & June 2017) provided for continuing medication administration
training that outlines the importance of accurate documentation of physician orders and MAR's.

In order to continue to reduce errors, on June 7, 2017 a medication tech task assignment checkiist (daily audit)

that outlines individual staff responsibilities per shiff was implemented. Staff currently complete daily and weekly
audits.

Additionally, the Administrator and or his { her designee conduct monthly audits to insure that accurate
decumentation practices are being implemented and followed on a routine basis,

Repeat Violation: No Date{s) of A rev‘ous Violation{s):

— !
Signature of Legal Entity Representlife, ¥ )
{Reguired on EVERY Page} ’ T[m Lﬂkm{/] WA; W
-1 v

Printed Name and Title of LLegal E!%’fy(Represe tativ

{Required on EVERY Page} “5{710 ‘g!!, I /au'mn mfr’;"'{% Date9/4 /(q__‘
} /

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of carrection is approved as of 7%‘0&-;{5—‘ Plan of comection implementation status asc §+1 9— /4
{Date)

Fully implemented
Parlially Implemented - Adequate Progress

Partially implemented - Inadequate Progress

Not Implemenied m w

The above plan of corection was approved by
{Inithals)

}ROOO
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Victation Report: 21663 - 05/31/2017 - Novak, Ryan

PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600 :

2600.187(c) - If a resident refuses to lake a prescribed medication, the refusal shall be documented in the resident's

record and on the medication record. The refusal shall be reported (o the prescriber within 24 hours, unfess otherwise
instrucled by the prescriber. Subsequent refusals fo take a prescribed medication shall be reported as required by the

prescriber.

2a. DESCRIPTION OF VIOLATION
Resident #13 Is prescribed Humalog based on a sliding scale. Review of the MAR indicates that resident #13 has refused blood
glucose lesting and insulin the entire month of May 2017, The home falled to document the refusals or conlact the resident's

physician.

3. PLAN OF CORRECTION (POC) (Attach pages a5 necessary. Remember that you must sipn and date any attached papes.)
Include steps to correct the viclalion described above and sleps to prevent a similar violation from cecurring again, If steps cannol be compleled
Immedialely, include dales by which the steps will be completed,

In accordance with Regulation 2500.187{c) Mad tech had verbat communicaticn with the medical team staff and were direcled

to continue to encourage the resident to comply with the trealment recommendation. On 518/2017 Resident #13 had a follow-up
appointment with Dr. h MD for non compliance of insulin sliding scale. On 6/1/17 The facilily received a fax from the PCP

indicating 1) needs fo take his insulin and 2) please arrange for fasting lab work.

5

‘Med tech stafl meetings (May & June 2017) provide for continuing medication administration training that outfines the steps necessary
in notlifying prescribing physicians as to resident medicatien refusals. Stzfi reeducation Includes, daily — per incident aclification to
physicians via fax transmission, unless atherwise insiructed by the physician as to the frequency of notifications.

Also, on a daily basis notification is being shared with the Social Services Department for clinical repart purpgses and ongoing physician
recummenéa!sons

Additionally, in order {o reduce errors, en Jung 7, 2017 a medication tech task assignment checklist (daily audit) that oullines individual
staff responsibiities per shift was implemented. Staff currently complele daily and weekly audits,

Additionally, the Administrator and or his / her designee conduct monthly audits to ensure thal accurate documentation praclices are
being implemented and foliowed on a routing basis,

‘

Repeat Violation: Yes Date(s} of/{rewfus V:oEatlon(s) £ 111’16&‘201§ : (  06/0172
Signature of Legal Entity Represent,(} /
1] wudih U i

{Required on EVERY Pagel

Printed N o Title of Legal E R 3]

{I;'E::;mredatranneg\r;ﬁﬂ‘} Peat;e) ﬂ t)’ eg;iﬂjl/ \imm Mﬂﬁ N‘h‘ﬁ Date /?/é/l‘)
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DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of 7_'_.}__{8_335“2 Plan of correction implementation status as of 77 7~ /)
(Date)

D Fully implemented
D Partially Implemented - Adequate Progress

The above plan of correclion was approved by D Partially Implemenled - Inadequate Progress
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Vicistion Report: 21663 - 0B/31/2017 - Novak Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.187(d) - The home shall follow the directions of the prescriber.

2a. DESCRIPTION OF VIOLATION

Resident #1's buproprion was not administered on 5/8/17 at 8am and 4pm, on 5/30/17 at Aprm and 5/31/17 at Bam and 4pm.
Residenl #1's glipizide 10mg was not administerad from 5/22/7-5/31117 at 4pm,

Resident #2's flonase {wice dally was not administered from 8pm on 5/20M 7-5/31117.
Resident #2's 8pm medications were not administered on 5/31/17.

Resident #3's subsolv 5.7-1.4 lake 2 tablets once daily was not administered on 5/1-5/2117 & 5/21-5/23/17 at Sam.

Resident #4's flonase spray once daily was not administered from 5/26-58/31/17.
Rasident #4's milk of magnesium once daily was not administered from 5/40-5/31/17.
Resident #4's symbicort aer 160-4.5 inhaler twice daily was not administered from 5/24-5/31/17.

Resident #10 is to have his/her bleod glucose level (BGL) tested 3 times daily (8am, 4pm., 8pm). Review of resident #10's glucomeler
indicates the resident’s BGL was not lested on 5/25/17 at 8am and 4pm.

Resident #5 is to have hisfher blood glucose level (BGL) tested 4 limes daily (8am, 12pm, 4pm, Bpmy}. The resident’'s MAR Is not
initialed by staff to indicate that his/her BGL was tested on 5/28/17 at 8am, 12pm, 4pm and 8pm.

Upon entering the home at approximalely 3:10am staff person B reported that 8am medications were still being adminisiered.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps fo corract tha violation described above and steps to prevent & similar violation from ocguming again. If steps cannol be compleled
immediately, include dales by which the steps will be compleled,

See Aftachment

Repeat\ﬁolatianmq:‘fgs Datgtg) of Previous Violagén(s): 06/01/ \

Signature of Legal Entity Repfd$ehtati
{Required on EVERY Paqge) Ll M At W—‘ pcm

. Nl g

v 1]
Printed Name and Title of Lc@gl nlity Répresentative

(Required on EVERY Page) hﬂfSﬁJnhﬂf Tmm Date 7,-3/..1?’
ok t 1

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of cotrection is approved as of « '"/ 77

Plan of comection implementation stalus as o! G J— .-
(Date) P j_D_D_

{Date}
Fully Implemented

Partially implemented - Adeﬁuate Progress

The above plan of cotrection was approved by Partially Implemented - Inadequate Progress
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In accordance with Regulation 2600.187(d) for residents (1-4) on 6/2/2017 DHS Incident Z \Q 7
Reports and medication refill verification was submitted to Ryan Novak, Inspector for review
(see attachments.)

Resident #1 - Medication omission was due to the facility not having the medication on site
during the time of administration. Delivery

6/1/7 at 3:00 pm for 4:00pm medication administration window. Resident #2 - Medication
omission was due to the facility not having the medication on site during the time of
administration. Delivery 6/1/7 at 3:00 pm, for 8:00pm medication administration window.
Resident#3 - Zubsolv order received on 5/16/17. Medication required prior authorization on
5/20/17. Delivery on 5/24/17. Resident #4 - Medication omission was due to the facility not
having the medication on site during the time of administration. On 6/1/2017 at 3:00 pm, the
medication was delivered and available to the resident for the 8:00pm medication administration
window.,

In response to residents (5&10), med tech staff meetings (May & June 2017) provided for
continuing medication administration training that identifies blood glucose level necessary for
accurale documentation purposes. In order to continue to reduce errors, on June 7, 2017 a
medication tech task assignment checklist (daily audit) that outlines individual staff
responsibilities per shift was implemented. Staff cwrently complete daily and weekly audits.

Additionally, the Administrator and or his / her designee conduct monthly audits to ensure that
accurate documentation practices are being implemented on a routine basis.

In reference to Resident #1 is a VA outpatient. The medication refill was requested on 5/19/2017
with a delivery date of 10 days post request to refill. In order to better meet resident's medication
needs and to improve on the refill process, effective 6/12/2017 senior Med Tech staff was
assigned the coordination task of securing medication refill provisions pre and post admissions
for our VA residents. All requests for medication refill provisions must be made to the VA
pharmacy 10 days prior to end of the monthly supply to prevent the delay in receipt of
medication provisions that have resulted in no administration of medication.

@wm 13I-(F
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Violation Repori: 21663 - 05/31/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR -

1. REGULATION 55 Pa.Code §2600

2600.188(b) - A medication error shall be immediately reported to the resident, the resident's designated person and the
prescriber,

2a. DESCRIPTION OF VIOLATION

1 Resident #1's buproprion was nol administared on 5/8/17 at 8am and 4pm, on 5/30/17 at 4pm and 5/31/17 at Bam and 4pm,
Resident #1's glipizide 10mg was not adminisiered from 5/22/17-5/3117 at 4pm,

Resident #2's flonase twice daily was not administered from Bpm on 5/20/17-5/31/17.
Resident #2's 8pm medications were nol administered on 5/31/17.

Resident #3's subsalv 5.7-1.4 take 2 tablets once daily was not administered on 5/1-5/2/17 & 5/21-5/23/17 at 5am.,
Resident #4's flonase spray once daily was not administered from 5/26-5/31/17,

Resident #4's mitk of maghesium once daily was not administered from 5/10-5/31/17.
Resident #4's symbicort aer 160-4.5 inhaler twice daily was not administered from 5/24-5/31/17,

The prescriber was not notified regarding the above noted medication errors.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary, Remember that you must sign and date eny attached pages.)

Inchide steps to correcl the violation described above and sleps lo prevent a similar viclalion from occuring again, If steps canno! be compleled
immediately, include dates by which the steps will be completed,

see attachment

Repeat Violation: No Date(s) of/%wious Violation(s):

Signature of Legal Entity Representdtijf |
(Required on EVERY Page) W 4 | MBI (i, (it

WY 4
Printed Name and Title of Le tity Repmsenl;ﬁf\m—‘ }

{Required on EVERY Page} Date q,g I?/
. Maghar \imdman /

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

. —~
The above plan of cormection is approved as of § / Plan of correction implementation status as of %~ ! (77
(Date) 55

D Fully Implemented
l';_] Partially Implemented - Adequale Progress

The abave plan of correction was approved by - Kl Parlially Implemented - Inadequate Progress
(nitials)
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In accordance with Regulation 2600.188(b) for residents (1-4) on 6/2/2017 DHS Incident Z Q?

Reports and medication refill verification was submitted to Ryan Novak, Inspector for review
(see attachments.)

Resident #1 - Medication omission was due to the facility not having the medication on site
during the time of administration. Delivery 6/1/7 at 3:00pm for 4:00pm medication
administration window. Resident #2 - Medication omission was due to the facility not having the
medication on site during the time of administration. Delivery 6/1/7 at 3:00 pm, for 8:00pm
medication administration window. Resident#3 - Zubsolv order received on 5/16/17. Medication
required prior authorization on 5/20/17. Delivery on 5/24/17.

Resident #4 - Medication omission was due to the facility not having the medication on site
during the time of administration. On 6/1/2017 at 3:00 pm, the medication was delivered and
available to the resident for the 8:00pm medication administration window,

Med tech staff meetings (May & June 2017) provide for continuing medication administration
training that outlines accurate physician order transcriptions on the MAR.

In order to continue to reduce errors, on June 7, 2017 a medication tech task assignment checklist
(daily audit} that outlines individual staff responsibilities per shift was implemented. Staff
currently complete daily and weekly audits. Med Tech were educated during Med Tech Staff
meeting on the procedures for reporting all errors to the resident, designate person and
prescriber,

Additionally, the Administrator and or his / her designee conduct monthly audits to ensure that
accurate documentation and reporting practices are being implemented and followed on a routine
basis.

In reference to Resident #1 is a VA outpatient. The medication refill was requested on 5/19/2017
with a delivery date of 10 days post request to refill. In order to better meet resident's medication
needs and to improve upon the refill process, effective 6/12/2017 senior Med Tech staff was
assigned the coordination task of securing medication refill provisions pre and post admissions
for our VA residents. All requests for medication refill provisions must be made to the VA
pharmacy 10 days prior to end of the monthly supply to prevent the delay in receipt of
medication provisions that have resulted in no administration of medication.
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Viclation Report: 21663 - 05/3172017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.227(d) - Each home shall dccument in the resident’s support plan the medical, dental, vision, hearing, mentat health
or other behavioral care services that will be made available to the resident, or referrals for the resident o outside services
if the resident's physician, physician's assistant or certified registered nurse practitioner, delermine the necessily of these
services.

2a, DESCRIPTION OF VIOLATION

On 5/19/17 a! 11:00am, resident #14 was smoking unsupervised in the home's designated smoking area. Resident #3 observed
resident #14's hair ignite and reported it to staff person €. When staff person C responded, he/she noted that resident #14's hair was
burned off on the top and side of her head. Resident #14 was taken lo the emergency room for evaluation and treated for a superficial
burn on hisfher forehead. Resident #14’s RASP dated 8/15/16 has no! been updated regarding this incident and does not indicate how
the home will monitor the resident in the smoking area lo prevent further injury.

3. PLAN OF CORRECTION (POC) {Attach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps lo correct the violalion described above and sleps lo provent a similar viclalion from occurring again, If steps cannof be compleled
immediately, include dates by which the steps will be completed. ’

In accordance with Regulation 2600.227(d) on 6/2/2017 the RASP was updated by the care coordinator -
I i cnitoring Plan: Resident #14 will be encouraged to follow house rules and fire safety rules and staff wil
be required to be more diligent during Quality / Safety checks to insure resident #14 does not possess contraband.

To ensure compliance with Regulation 2600.227 (d) the Director of Social Services or designee will audit resident
RASPs, following an incident or change in condition, to verify the appropriateness of the support plan to promote
that the highest level of quality of care is provided to residents.

Plan wodated nu ¢
Qe cks s Mf)”‘“""r % Ocfevry

Repeat Violation: Yes Datels) of Preyicus Violation(s: <90/01/2016

Signature of Legal Entity chresen}};{/ M m
» W M}( L~
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VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600

Page 1 of 4

PCH Name: MT TREXLER MANOR

License Number; 21863

Address: 5201 8T JOSEPH RD PO BOX 1001, LIMEPORT, PA 18060

County: Lehigh

Administrator; Christopher Trouiman

Region: NORTHEAST

Legal Entity Name:; TRI COUNTY RESPITE INC

Legal Entity Address: 5201 ST. JOSEPH RD PO BOX 1001, LIMEPORT,

FA 18060

Certificate(s) of Occupancy
c-2LP
06/22/1999
Pa Uept. of L&

Staffing Hours
Resident Support: 59 Total Daily Staff: 119

Waking Staff: 89

Type of Inspection: Partial BHA Docket Number:

Notice: Unannounced

Reason(s) for Inspection(s}
Incident

On-Site Inspections Dates and Department Representatives On-Site

Off-Site Inspection Dates and Inspectors, if Applicable
07/12/2017: Valence, Duane

QOther Details
Partial or Full Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 30 Number of Residents who;

Number of Residents Served: 53

Secured Dementia Care Unit in Home: No
Area:

Secured Dementia Unit Capacity, if Applicable:

Number of Residents Served in Secured Dementia Care Unit,
if applicable:

Number of Current Hospice Residents: 0

Number of Hospice Residents in past year: 0

Receive Supplemental Security Income: 31

Are 60 Years of Age or Qlder: 13
Have Mental lliness: 58
Have an Intellectual Disabliity: 3
Have a Mobility Need: 1

Have a Physical Disability: 0




Page 2 of 4

Vioiation Report: 21663 - 07/12/2017 - Valence, Duane
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.16(c) - The home shall repert the incident or condition to the Department's persenal care home regional office or the
personal care home compfamt hotline within 24 hours in a manner designated by the Department. Abuse reporting shall
also follow the guidelines in section 2600.15 (relating to abuse reporting covered by law).

2a. DESCRIPTION OF VIOLATION

The home failed o timely report preseription medication errors involving resident #1's Vyvanse 40mg capsuie medication. Resident #1
who is capable of self ~administration of hisher medication while away from the home was given 17 Vyvanse capsules 1o be laken
daily at 8:00 am. The resident left the home at 6:00pm on Friday, 6/30/2017 and returned hame at 12:00 noon on Friday, 7/7/2017.
Upon resident #1's refurn to the home, 10 of 17 capsules of VyVanse medication were unaccounted for and were not available to the
home for daily administration ta resident #1. Upon resident #1's return to the facitity on 7/7/2017, two stalf persons did a quality check
of personal iterns and resident medications. Resident #1's Vyvanse 40 mg were to be administered on Saturday, 7/8/2017 and
Sunday, 7/%/2017 at 8:00 am bu! was not available for administration. None of the staif responsible for the guality check on Friday,
7712017 or medication administration staff on Saturday and Sunday, 7/8 and 7/9/2017 reported the medication eror to management.
On Monday, 7/10/2017, medication administration staff working the morning shift discavered the medication was not available and
reported the medication error to management. The medication emors were not reported lo the regional DHS licensing office unti

7102017,

3. PLAN OF CORRECTION {POC) {Attach pages as necessary, Remember that you must sign and date any attached pages.)
Include steps lo correct the violation described above and steps lo prevent a similar violation from occurring again, If steps cannol be completed

___immediately, inclutle dates by which the stens will ba compleled

in accordance with Regulation 2600.16(¢c) Incident Reporting: Staff were individually re-educated as to the
requirements and importance of reporting medication errors to the Department with 24 hours of it's occurrence.
Also reviewed was "how to " complate and submit the |Q§g@§ﬂﬂed;catron Error report for supervisary review and
completion of the DHS Incident Report form. Other items reviewed specific to medication error reporting include,
May/June 2017 Med Tech staff meeting minutes and June/July 2017 staff memorandums. Additionally placed
within the med room were postings directing staff as to the expectated reporting process outcome. At the July
2017 Med Tech siaff meeting, staff will review the MTM PCH Medication Error Reporting policy and procedure, and
will review the internal tool. {See attachments.)

AC\J‘\/\MS{\&’C\“:D(“ woit] Y :oﬁaic:.x% S i ngS

Co

&OMMM‘\'C-‘L’,\ ms e M%’g’anr el VAr nal C—QM"\Mﬂftc»{M
“Arnesl s 1t otdee Yo afain T Aaiatin 0"(\?75\'0}

Compliance. CQ Q- 1a-10
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o G-18~47
The above plan of comection is approved as of g-:ié—:l—?- Ptan of correction implementation status as of -
{Data) Date)

D Fully Implemented
[;] Partially Implemented - Adequate Progress

The above ptan of correction was approved by Partially Implemented - Inadequate Progress

[ ] WNotimplemented




Page Jof 4

Violation Report: 21663 - 07/12/2017 - Valence, Duane
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.187(d) - The home shall follow the directions of the prescriber.

2a. DESCRIPTION OF VIOLATION
—The home failed to follow the direcfions of resident #1's prescriber for adminisiration of resident #1 s Vyvanse 40mg medication

which is lo administered daily at 8:00 am. Resident #1 did not receive his/her Vyvanse medication on Saturday, 7/8H17, Sunday,7/917
and on Monday, 771017 at the prescribed limes due to the medication not being present in the home for administration.

3. PLAN OF CORRECTION {(POC) ({Attach puges as necessary. Remember that you must sigs and date any attached pages.)
Include slaps to correct the violation described above and steps lo prevent a similar viglafion tram gccurring again, If steps cannol be compleled
immedialtely, include dales by which the steps will be compleled.

In accordance with Regutation 2600.187(d) Medication Record - Administration times: staff will follow the directions
of the prescriber. To ensure compliance at the July 2017 Med Tech staff meeting, staff will review the MTM PCH
Medication Error Reporting Policy and Procedure that outlines the process to be used when notifying the
prescriber and designate. Additionally, in the event the medication is "accidentially” destroyed by the resident, and
a refill of the medication from the pharmacy or a new prescription cannot be obtained from the prescribing physician
(due to request for an on-site re-evaluation of the resident,) staff will expiore with the prescribing physician the
option of obtaining a discontiuation order until a prescription / medication is ordered and available on-site for

administration to the resident. Upon receipt this order will be noted within the MAR. {See aftachments.)

RepeatViolaﬁan:Na’\(;s D@of!’mvious\lioiaﬁon{s}: (Pi 201G
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The above plan of correction is approved as of 9_"/_%3;!_)1_ Plan of correction implementation status as of §~/¥~/7
{Dale)

D Fuily implemented

D Parially Implemented - Adequate Progress

The above plan of carrection was approved by Parlially Implemenied - hadequatle Progress
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Violation Report: 21663 - 07/12/2017 - Valence, Duane
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2600.188(b) - A medication error shall be immediately reported to the resident, the resident’s designated person and the
prescriber,

2a. DESCRIPTION OF VIOLATION

—The home failed to follow the directions of resicent #1's prescriber for administration of residen! #1 s Vyvanse 40mg medication:
which Is to administered daify at 8:00 am, Residen{ #1 did not receive hisfher Vyvanse medication on Saturday, 7/8/17, Sunday,7/8/17
and on Monday, 7/10/17 at the prescribed limes due to the medicalion not being present in the heme for administration.

1. PLAN OF CORRECTION (POC) (Attach pages as nccessary. Remember that you must sign and date any attached pages.)

Include steps 1o correct the violalion described above and steps to prevent a simitar vicfation from occurring again. I sleps cannot be compleled
immediately, include dates by which the sleps will be completed.

In accordance with Regulation 2600.188(b) Medication Error: staff were re-educated as to the notificatian
requiremnent fo be made with resident's designated person and prescriber. To ensure continuing compliance, at the
July 2017 Med Tech Staff meeting, staff will review the MTM PCH Medication Error Reporting Policy,

Reporting Procedure and Reporting tool to be followed and implemented by staff. This process outlines as required
the process to be used when notifiying prescriber and designated persan. Additionally, in the event the medication
is "accidentially” destroyed by the resident, and a refill of the medication from the pharmacy or new prescripition

cannot be obtain from the prescribing physician  due to request for an onsite reevaluation of the resident,} staff will
explore with the prescribing physician the option of obtaining a discontinuation order until a prescription / medication

is ordered and available on site for administration to the resident. Upon receipt this order will be noted within the MAR. (Ss&
attachments.) :

Violation: No Diatels) of Pfevjous Violation(s):
Repeat Violation {s) ff‘c‘ }\)
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VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 14
PCH Name: MT TREXLER MANOR License Number: 21663
Address: 5201 ST JOSEPH RD PO BOX 1001, LIMEPORT, PA 18050 County: Lehigh
Administrator: Christopher Troutman | Region: NORTHEAST

Legal Entity Name: TRI COUNTY RESPITE INC

Legat Entity Address: 5201 §T. JOSEPH RD PO BOX 1001, LIMEPORT, PA 18080

Certificate(s) of Occupancy
C-2LP
06/22/1659
L&l

Staffing Hours
Resident Support: 0 Total Daily Staff: 65 Waking Staff: 49

Type of Inspection: Fartial BHA Daocket Number: Notice: Unannounced

Reason(s) for Inspection(s)
Interim, Complaint, Incident

On-Site inspactionsa Dates and Department Representatives On-Site
08/17/2017: Novak, Ryan; Foulkes, Kimberli, Yelienic, Cindy; Humme!, Jesse

Ofi-Site Inspection Dates and Inspectors, if Applicable

Other Details
Partial or Full Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates
Licensed Capacity: 30 ' Number of Residents who:
Number of Residents Served: 64 . Receive Supplemental Security Income: 29
Secured Dementia Care Unit in Home: No Are 68 Years of Age or Older: 21
Areal Have Mental liiness: 54
Sacured Dementia Unit Capacity, if Applicable: Have an Intellectuat Disabliity: 4
Number of Residents Served in Secured Dementia Care Unit, Have a Mobility Need: 1
if applicable;

Have a Physical Disability: 0

Number of Current Hospice Residents: 0
Number of Hospice Residents in past year: 0




Page 2 of 14

Violation Report: 21663 - 08/17/2017 - Novak, Ryan
PCH Mame: MT_TREXI ER MANOR

1. REGULATION 55 Pa.Code §2600

2600.16(c) - The home shall report the incident or condition to the Department's personal care home regional office or the
personal care home complaint hotline within 24 hours in a manner designated by the Department. Abuse reporting shall
also follow the guidelines in section 2600.15 (refating to abuse reporting covered by law).

23, DESCRIPTION COF VIOLATION

Staff interviews determined that direct care staff person A was heard/observed speaking derogatorily fowards resident #1. The staff
person was heard telling the resident "You are so gross, you stink.” This mistreatment of the resident was reported and the facility
staff were aware of it, however the facility did not submil a reportable incident to the Department regarding the violation of resident #1°s
rights.

3. PLAN OF CORRECTION {POC) {Attach papes as necessary. Remember that you must sign and date any attached pages.)

Include steps to correct the viclation described above and steps fo prevent a similar violation from occurring again. If steps cannot be completed
Immediately, include dales by which the sfeps will be compleled.

See Attachment: Exhibit A

Repeat Violation: No Date(s) of P}evhixus Vio!aﬁon(g;_
i L | ,,,TM [l
Printed Name and Title of Legal Enti Reprasentatwe Date
(Requlred on EVERY Pacel Chrigty Tvudman még, Ni, ferd 9o/1F
DEPARTMENT :JSE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of q——?ﬁg—él Plan of corraction rmplememation status as of C]B / ? - Z
{Dale)

D Fully Implemented

L—_] Partially Implemented - Adequate Progress

The above plan of correction was approved by : - “m Partially Implemernited - Inadequate Progress
(infials) D Not Implemented




-Exhibit A- FPA /Yy
2600.16 (c) Z

During nspection and verification on August 17, 2017, the lead licensing rep notified the administrator
that, during staff interviews, an incident of suspected rights viglation was reported to a licensing rep
conducting the intarviews.

The lead licensing rep reports that an employee reported-that “Employee A” had been overheard
speaking “derogatorily” to Resident #1. The staff member reporting this to the licensing rep reports
that it had been reported to the employee’s supervisor.

The supervisor identified by the employee was interviewed by the lead licensing rep with the
administrator present. During said interview, the supervisor denies receiving any such report from staff
and reports that “Employee A” was dismissed from Mount Trexter Manor on[|JJJi] 2017 due to
ongoing performance issues related to such areas of call-offs and productivity . Due to this dismissal,
“Employes A” was not available for interviewing,.

The licensing rep who received the report from the staff conducted an interview with Resident #1. The
interviewing licensing rep reported to the administrator, with the lead licensing rep present, that
Resident #1 did not offer any infarmation regarding the alleged incident,

Taking into consideration that the report made by staff could not be substantiated through interviews
with staff and Resident #1, Mount Trexler Manor respectfully requests that violation 2600.16 (c} be
withdrawn from the record. :

Although Mount Trexler Manor does not agree with the aforementioned 2600.16 (¢} violation, we
recognize the seriousness of such types of incidents and are fully committed to preventing such
ocourrences. In an effort 1o prevent incidents and to maintain compliance with 2600.16 Mount Trexler
Manor will institute the following:

1. Mount Trexler Manor staff will be re-educated within 45 days on the following topics:
a. Resident Rights (2600.42a-q)
b. Act13{2600.15 a-d}
£ Act70(2600.15 a-d)

During the June 2017 and July 2017 mandatory staff meetings Mount Trexter Manor staff were educated
on Resident Rights {June 2017} and Act 13, Act 70 (July 2017). Additionally, staff that had not attended
mangdatory staff meetings were trained on subsequent dates to ensure training compliance. Attached
are copies of sign-in sheets, T

‘.9
A }‘QQ(_L 2. Mount Trexler Manor management team members will receive comprehensive training from
ST that administrator or designee on 2600.15 and 2600.16 within 45 days to ensure regulatory

In )
%;q

compliance and to gain knowledge on when, why and how to report an incident for the
assurance of quality of care and a safe living environment for Mount Trexler Manor residents.

o
M [:,4‘, 3. Mount Trexler Manor will evaluate the effectiveness of the orientation program to determine if
a_%’ % additional training is needed ta better convey the importance of resident rights and abuse

reporting.
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4. Small group discussion will be scheduled within 30 days of completion of the aforementioned
retraining to measure the effectiveness of the trainings and retention of material trained.

5. Resident Rights guestionnaires will be developed within 30 days and will be distributed to
residents and staff weekly x 1 month and monthly thereafter to determine if concerns exist and
to ensure that all concerns are being reported. The questionnaires will be reviewed by the
administrator/designee and action will be taken in a timely manner.

6. MeuntTrexler Manor will institute a suggestion box within 45 days to allow for anonymous
reporting. The suggestion box will be checked daily by the administrator/designee and all
concerns will be addressed within a timely manner. The purpose and use of the suggestion box
will be discussed in the retraining sessions and will be communicated to all residents through a
house meeting.
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Violation Report: 21663 - 08/17/2017 - Novak, Ryan
PCH Name: MT TREXIEFR MANOR

1. REGULATION 55 Pa.Code §2600
2600.42(b) - A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporal
punishment or disciplined in any way.

2a. DESCRIPTION OF VIOLATION

Resident #2 was admitied to the facilily on.i 7. The resident has a previous history of physical viglence lowards others, The
residents Assessment and Support Plan finalized on 1/22/17 indicates that the resident was increasingly agitated and aggressive with
staff and peers and making threats 1o cause harm. On B6/25/17 at 3:00pm resident #2 physically assaulted resident #3 in the public
restroom. Resident #3 suffered from facial lacerations and several broken ribs. The facility had knowledae of the viclent history of
resident #2 however the facility failed to meet the resident’'s needs in order to keep the resident as well as the other residents of the
facility safe.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

include sleps fo comect the violalion described above and steps 1o prevent 2 SerIar violafion from occurring again. If steps cannot be compleled
immediately, include dates by which the steps will be compleled.

See Attachment: Exhibit B

Repeat Violation: No Date(s) of Pf@‘ous V:otatiun(s)

Signature of Legal Entity Representatj
{Reguired on EVERY Page) Ni1A i{ m (e
Printed Name and Tifle of Legal Entat}(&_epresen

(Required on EVERY Page hrlhﬂww Mk ”H’A» Peud e 4/67// +

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELCW THIS LINE!

The above plan of correction is approved as of E:g:—fl Plan of correction implementation status as of 9*1 §~17
{Date) ey

Fully implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by Partially Implemented - Inadequate Progress

NI

Not implemented




-Exhibit B- GD 8?%2 5 /g
2600.42 {b)

In response to vialation 2600.42 (b} involving Resident #2 and Resident #3, Mount Trexler Manor
respectfully disputes the assertion that the facility failed to meet the needs of the residents.

Resident #2 aggressive behaviors {verbally and physically) were acknowledged on the suppert plan.
Additionally, in the support plan it was noted that if Resident #2 would exhibit any type of aggressive
behaviors that increased monitoring would occur.

Resident #2 had displayed episodes of aggressive behavior in January of 2017, in which, Mount Trexler
Manor had instituted 15 minute monitoring checks. Then an 2/2/2017 a team meeting was held with
Resident #2, the care coordinator, therapist, psychiatrist, administrator, private case manager and
members of the clinical team. '

Following this meeting there were no notable or repertable incident of violence or aggressive behavior
until the June 25, 2017 incident. Between the periods of-l‘i‘ admission until Resident #2 immediate
itischarge Gr-:f.'l Resident #2 remaired on 15 to 30 minute chercks and was nrompted daily to
attend treatment and mentoring. Mount Travler Manaor belizves it took appropriate action to monitor
Residant #2 hehaviors,

In response to the issuing incident, Mount Trexler Manor tock immediate action to meet the needs of
the rasidents by issue a medically supported immediate discharge in accordance with 2600.228 (k) 1

andudf isgUssi i iate discharge with DHS Regional Licensing Director on 17. See
attached copy of the medically supported immediate facility discharge.

Although Mount Trexler Manor befieves it acted appropriately in accordance with 2600.42 (b), the
facility recognize the serfousness of such types of incidents and are fully committed to preventing their
occurrences. in an effort to prevent such incidents and to maintain comgpliance with 2600.42 (b} Mount
Trexler Manor will institute the following:

1. Mount Trexler Manor will continue to do a comprehensive intake and risk assessment of all
residents being considered for admission,

2. A behavioral assessment tool will be created by the administrator/designee to evaluate
residents that have a history of aggressive behavior.

3. Following admission, all residents that have been identified as being at risk for displaying
aggressive behaviors will have a behavioral assessment completed by social services/care
coordinator/designee at admission, and at the 15 day and 30 day mark to ensure safety of self
and others.

4. All findings from the assessments will be reflected in the residents support plan and will be
communicated to the resident’s clinical team.

5. All residents admitted with a history of aggressive behavior will be placed on 15 minute checks
x 30 days. The frequency of checks following the 30 day periad will be determined by the
following:

a. Resident’s hehaviors
b. Results of behavioral assessments
c. Feedback and recommendation made by the resident’s clinical team.
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6. Following the completion of the 30 day assessment period, behaviaral assessments will he done

quarterly to ensure the support plan meets the needs of the resident and any changes will be
documented on the support plan,
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Vielation Report: 21663 - 08/17/2017 - Novak, Ryan
PCH Name: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2500

2600.42(c} - A resident shall be treated with dignity and raspect,

2a. DESCRIPTION OF VIOLATION

Slafl interviews delermined that direct care staff person A was heard/observed speaking derogatorily {owards resident #1. The stalf
person was heard telling the resident "You are so gross, you stink.” Resldents have the right to be treated with dignily and respect.

Staff person A violated this right of resident #1,

3. PLAN OF CORRECTION {PQC) (Attach pages as necessary, Remember that you must sign and date any atizched pages.)

Include steps to correct the violation described sbove and staps o prevent a similar viciation from oecurring again. If steps cannol be compleled
immediately, include dales by which the steps will be completed.

See Attachment: Exhibit C

Repeat Violation: No Date(s) of F:;ew‘)us Violation(s):
y.)

Signature of Legal Entity Representatife 1
{Required on EVERY Page)

on

Printed Name and Title of Legal Entity h?p’resentati e

(Required on EVERY Page) hﬂsw{)}@if /"‘Mmﬂ
; ) )

meo, e, fecth | ™ Uiz

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of corvection is approved as of Cl:?_;}_bf_

The above pfan of carrection was approved by

{Date)

als)

L]

Plan of correction implementation stalus as of 9~—f 8)‘] 7
{Date)

Fully Implemented
Partially Implemented - Adequate Prograss
Partially implemented - Inadequate Progress

Not Implemented




-Exhibit C- %4
{
2600.42 (c) ﬁo 8 4

During inspection and verification on August 17, 2017, the lead licensing rep notified the administrator
that, during staff interviews, an incident of suspected rights viclaticn was reported to a licensing rep

conducting the interviews,
--""_’—_7

The lead licensing rep reports that an employee reported that “Employee A” had been overheard
speaking “derogatorily” to Resident #1. The staff member reporting this to the ficensing rep reports
that it had been reported to the employee’s supervisor,

The supervisor identified by the employee was interviewed by the lead licensing rep with the
administrator present. During said interview, the superviscr denies receiving any such report from staff
and reports that “Employee A" was dismissed from Mount Trexler Manor on - 2017 dueto
angoing performance issues related to such areas of call-offs and productivity . Due to this dismissal,
“Employee A" was not availahle for interviewing.

The licensing rep who received the report from the staff conducted an interview with Resident #1. The
interviewing licensing rep reported to the administrator, with the lead licensing rep present, that
Resident #1 did net offer any information regarding the alleged incident.

Taking into consideration that the report made by staff could not be substantiated through interviews
with staff and Resident #1, Mount Trexler Manor respectfully requests that violation 2600.16 {¢} be
withdrawn from the record.

Altheugh Mount Trexler Manor does not agree with the aforementioned 2600.42 (c} violation, we
recognize the seriousness of such types of incidents and are fully committed to preventing their
occurrences. In an effort to prevent incidents and to maintain compliance with 2600.42 (¢} Mount
Trexler Manor will institute the following:

1. Mount Trexler Manor staff will be re-educated within 45 days on the following topics:
a. Resident Rights (2600.42a-q)

During the June 2017 mandatory staff meeting Mount Trexler Manor staff were educated on Resident
Rights. Additionally, staff that had not attended mandatory staff meetings were trained on subsequent
dates to ensure training compliance, Attached are copies of sign-in sheets from the training sessions.

During the August 2017 mandatory staff meeting Mount Trexler Manor staff were educated on Mental
Illness and Introduction to the Recovery Model. This training outlines; the types of mental iliness
experienced by the residents; approaches taken to improve healthy engagement between staff and
residents; the importance of establishing boundaries; and strategies for self-care of the staff sp to
reduce burnout and stress. Attached are copies of sign in sheets from the training sessions.

2. Mount Trexler Manor will evaluate the affectiveness of the orientation program to determine if

additional training is needed to better convey the importance of resident rights.

3. Small group discussion will be scheduled within 30 days of completion of the aforementicned
retraining to measure the effectiveness of the trainings and retention of material trained.

& (e
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Resident Rights questionnaires will be developed within 30 days and will be distributed to
residents and stafi weekly x 2 month and monthly thereafter to determine if concerns exist and
to ensure that ali concerns are being reported. The questionnaires will be reviewed by the
administrator/designee and action will be taken in a timely manner,

Mount Trexler Manor will institute a suggestion box within 45 days to allow for anonymaus
reporting. The suggestion box will be checked daily by the administrator/designee and ali
concerns will be addressed within a timely manner. The purpose and use of the suggestion box
wilf be discussed in the retraining sessions and will be communicated to all residents through a
house meeting.

Mount Trexler Manor staff wili be educated within 45 days on following topic:
a. “Customer Service”

Customer service training will focus on how to effectively communicate with the residents to
better meet the residents’ needs. The training will discuss following; appropriate choice of
words; appropriate use of tone and rate; and inflection to ensure that residents are treated with
respect and dignity, while reducing the risk of misinterpretation of a verbal interaction by
residents, staff and visitors.
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Viclation Report: 21663 - 0BM7/2017 - Novak, Ryan
1. PCH Name: MT TBEXIFRMANOR S

1. REGULATION 55 Fa,Code §2800
2600.1B2{c) - Medication administration includes the following activities, based on the needs of the resident.
{1} ldentify the correct resident.
(2) lindicated by the prescriber's orders, measure vital signs and administer medications accordingly.
{3) Ramove the medication from the original container.
(4} Crush or split the medication as ordered by the prescriber.
(5) Place the medication in 2 medication cup or other appropriate container, or in the resident's hand,
. {8) Place the medication in the resident's hand, mouth or other route as ordered by the prescnber in accordance with
the limitations specified In § 2600.1B2{b)(4).
{7) Complete documentation in accordance with § 2600.187 (relating to medication records).

2a. DESCRIPTION OF VIOLATION

Resident #4 requires assistance with medication administration. On 8/14/17 the resident was discharged from the hospital. The
“hospital discharge paperwork was not recenciied with the medication administration record (MAR). Staff continued to initfal
medications as administered even though the medication administration record did not match the label on the medication rolls or the
medications that were in the rells from 8/14/17 through 8/17/17.

3. PLAN OF CORRECTION {POC) {Attach pages as necessary. Remember that you must sign and date any attached pages.}

include sleps to comect the violalion descritad above and steps to praven! a similar violation from oceurring again. If steps cannot be compleled
immadiataly, include dates by which the steps will be completed.

In accordance with Regulation 2600.182(c ) Upon investigation on August 17, 2017 while reviewing orders against the MAR,
the Med Room nurse assistant discovered the documentation error and rewrcte the physician order on the MAR to
accurately refiect the order change dated 8/14/17 and the resident was provided with Creon an accepted pharmaceutical
also known as Pancrelipase through West End Services/Pharmacy (see attachment).

in order to improve compliance in this area, all med administration siaff will receive medication remediation training within 30
days of receipt of this response.

Repeat Violation: No D e(s of Previous V‘o!at:on{s)

Signature of Legal Entity Ref: ntati
(Required on EVERY Page) “ !/ ﬂﬂm
Printed Name and Title of L =gai tity Ripres tatwe

(Required on EVERY Page) V"LS{‘D? WD I MM‘ Nrﬂ\- pCUﬂ— - Date q/é//‘]

DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of carrection is approved as of  {=3 ./ Plan of corraction implementation status as of §-8—171
{Date) {Date]

Fully Implemented
Partially Irmplemented - Adequate Progress

The above plan of correction was approved by Partiatly Implemented - Inadequate Progress

{Ini§als)

RO

Not implemented
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Violation Report: 21663 - 08/17/2017 - Novak, Ryan
| PCH Mame ML TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.183{e) - Prescription medications, OTC medications and CAM shall be stored in an organized manner under proper
conditions of sanitation, temperature, moisture and light and in accordance with the manufacturer's instructions.

2a. DESCRIPTION OF VICGLATION
On 8/17/17, Resldent #5's Neomycin Polymyxin HC, ear drops was cpened and not labeled with the dale it was opened.

3. PLAN OF CORRECTION {POC) (Attach pages as nccessary. Remember that you must sign and date any atteched pages.)

Inctude steps to cormrec! tha violation described above and steps (o prevent a similar vielation from oceurring again, If steps cannct be compleled
immaediately, Include dales by which the steps will be completed,

in accordance with Regulation 2600.183(e) to address compliance specfic to accurate labeling, the primary day shift med tech
will conduct daily audits of all resident.OTC and CAM. Audit will include the folfowing:

1. Physician order
2. Date openfexpiration labels on medication box, vial, container or tube.

The administrator/designee will track and verify that OTC and CAM audits have been completed daily
h—— .
During the August 31, 2017 med tech staff meeting, staff were re-educated to proper labeling standards. Additionally,

shared with staff is the responsabmty to monitor their own work on a daily basis, while noting that failure to adhere to med roormy
policy and procedure will result in perfarmance review and potential dlsctpianary action.

In order to improve coempliance in this area, all med administration staff will receive medication remediation training within
30 days of receipt of this response.

Qdﬂblf\_d S'Lrwh)r torll ovicacas - orde e +o Lt Ae av\%,oma
Compliarnce. (0 Q-R-17

Repeat Violation: No Data(s) 7@‘0113 Vioiation(s)

Signature of Legal Entity Represenfatl
(Required on EVERY Page) ]um'/ ’\ I\
Printed Name and Title of L?al Enfi Represent ive

[Required on EVERY Page) )\N"Dﬂwm Mﬁ# Nl’m'{ (CM pate q/&/f}

DEPARTMENT USE DNLY HOMES MAY NOT WRITE BELOW THIS LINE]

The above plan of correction is approved as of Q=8=r7 Plan of correction implementation status as of -9
(Date) ' [Date)

D Fully Implemented
[ J Partially Implementad - Adequate Progress
The above plan of correction was approved by X! Partially implemented - Inadequate Progress

Inkial
(ingals) [} NotImplemented
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Violation Report: 21663 - 08/17/2017 - Novak, Ryan

_PCH Namo:MT-TREXLER-MANOR

1. REGULATION 55 Pa.Code §2600
2600.185(a) - The home shall develop and implement procedures for the safe storage, access, security, distribution and
use of medicalions and medical equipment by trained staff persons,

2a, DESCRIPTION OF VIOLATION
Resident #1 is prescribed Lorazepam 1mg tablet, take one tablet by mouth every 8 hours as needed, This mediation was not available
in the home's medication carl.

Resident #4 is prescribed Glucose Gel, as needed. This medication was not available in the home's medication cad.

Resldent #6 has a physician's order for Docusil 100mg.softgel as & PRN medication. On 8-17-17 the medication was not available.
Resident #10's glucometer was not calibrated to the correct time.

3. PLAN OF CORRECTION {FOC) (Aytac‘h pages as necessary. Remember that you must sign and date any attached pages.)

Includs sleps (o carect the violation described above and staps to prevent a similar violstion from occuming agaln. If steps cannot be completed
immedialely, include dates by which the steps wilf be comploled.

In accordance with Regulation 2600.185(a}, Resident #1: staff was awaitiﬂg a requested new script from the prescriber.
Upon inspection, staff recentacted the prescriber, obtained thé prescription and faxed the prescripiton to West End Services.
This medication was delivered on 08/19/2017.

Resident #4. the resident went or an LOA with family and upon her return 2 medication reconcilliation was completed,
The Glucose Gel was not provided upon her return.: Staff failed to notify the supervisor anc or nurse assistant.

Resident #6: Med room staff (15) days prior {o the end of this prascription begin contacting the Wilkes-Barre VA for a

refill of the Docusil. Although may attempts were made throughout the 15 day peried, the Wilkes-Barre VA failed to send
Mount Trexler Manor either a new refill prescription and or the madication, On 8/17/17, post the DHS inspection the primary
med tech on duty contacted West End Services who sent the medication on the second med run of that day:

in order to improve compliance in this area, all med adminigiration staff will receive madication remediation fraining within
30 days of receipt of this response.

Additionally, Mount Trexier Manor's Veteran liaison will contact representatives at the regional VISN: Veteran's integrated
Service Network in an attempt to remediate the delays associated with aquiring medication and prescriptions from the
Veteran Hospitals providing care to Mount Trexler Manor Veteran residents (Resident #6).

For Resident #10: On 8/17/17 post DHS inspection, the med room nurse assistant recalibrated the glucometer to the
correct time. During the 8/31/17, med room staff were re-educated to the importances of Diabetic Managment and proper
storage, administration and documentation. in order to improve compliance in this area, on 08/28/17, all med tech staff will
receive retraining in PA DHS Diabetic Overview 106 through contract training provider Star Seip.

Repeat Violation: Yes Dates) of l'?GV'\Pus wouation({mm

Signature of Legal Entity Representat )
{Required on EVERY Page} /] 1 [ ‘

Printed Name and Title of Legal Representat e
{Required on EVERY Page) &h}l"t ‘3‘1&;"1!’ l ] m i oty Date ? / 9,/
DEPARTME.NT USE ONLY - HOMES MAY NOT WRITE BELOW THIS L!NE!

The above plan of correction is approved as of -ng-ﬂ— Plan of carrection implementation status as of 9—/8’ ~t7
. (Date)

{Date)
Fully Implemented
Partially Implemenied - Adequate Progress

The above plan of correction was approved by Partially Implementied - Inadequale Progress

(hitials)

MO

Not Implementad
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Violation Report: 21663 - DB/17/2017 - Novak, Ryarn
L.PCH Name: MT_TREX{ ER MANOR

1. REGULATION 55 Pa.Code §2600
2600.187(a) - A medication record shall be kept to include the following for each resident for whom medications are
administered: o
(1) Resident's name.
(2) Drug allergles.
(3) Name of medication.
(4) Strength.
{5} Dosage form.,
(6) Dose.
{7) Route of administration.
(8) Freguency of administration.
(9) Administration times.
)y Duration of therapy, if applicable.
‘51) Special precaulions, if applicable.
12) Diagnosis or purpese for the medication, including pro re nata (PRN).
13) Date and time of medication administration.
14) Name and initials. of the staff person administering the medication.

(10
(
(
(
(

2a. DESCRIPTION OF VIOLATION

Resident #6 receives accu- checks four times a day at 8am, 12pm, 4pm and 8pm. On B/9M7 al Bam there was no blood glucose
reading in the resident’s glucometer and 132 was documented on the Medication Administration Record (MAR). On2/15/17, at 4pm
there was no blood glucose reading in the resident’s glucometer and 215 was documented on the resident's MAR. On 8/15/17, there
were two readings, one at 3:21pm of 213 and one at 5:16pm of 71, neither of which matched the documentation. On B/16/17, at 12pm
there was no blood glucese reading in the resident's glucometer and 156 was documented on the resident's MAR. On 8/16/17, there
were two readings, one at 12:03pm of 150 and one at 1:41pm of 45, neither or which matched the decumentation.

The medication administration record (MAR) for resident #6 does not include the blood glucose readings for the following dates and
timas: On 8/12/17 al 8pm glucometer=180, MAR=hlank, on 8/16/17 at 4pm glucometer=150, MAR=blank, and on 8/16/17 at Bpm
glucometer=185, MAR=blank. On 8/15/17, at 4pm there was no blood glucose reading in the resident’s glucometer and 215 was
documented on the resident's MAR. On 8/35/17, there were two readings, one at 3;21pm of 213 and one at 5:16pm of 71, neither of
which maiched the documentation. On BM6/17, at 12pm there was no blood glucose reading in the resident's glucometer and 156
was daocumentad on the resident’'s MAR. On 8/16/17, there were two readings, one at 12:03pm of 150 and one al 1:41pm of 45,
neither or which matchad the documentation.

The medication admiristration record (MAR) for resident #4 does not match the pharmacy labels on the following medications:

-MAR states, “Clozapine 100mg tablet, take ona tablet by mouth two times a day, morning and al bedtime, 8am and 8pm” and
*Clorapine 50my tablet, take one by mouth every day at bedtime, Bpm". The pharmacy label on the medication roll stales, "Clozapine
50mg Bam" and "Clozapine 100mg %2, Bpm".

-MAR stales, “Zenpep DR 3,000 usits, 2 capsule by mouth twice daily”. The phanmacy label on the medication roll states, "Creon
3.000 units x 27,

Resident #4 is prescribed Metformin 500mg at 8am and 8pm according to the hospital discharge paperwork dated 8/14/17. This
medication was not listed on the resident's Medication Administration Record (MAR). It was In the home’s medication rolls and being
administered.

Resident #4 was hospiialized on 8/12/17. The medication administration record (MAR) was left blank for that date.
Resident #4's medication administration record (MAR) was left blank for all 8am medications on B/7117.

Resident #7 has a physician's order for a blood glucose test to be administered 4 x day. On the following days and times an incorrect
blood glucose (BG) number was entered Info the Medication Administration Record (MAR): en 8-13-17 at 8:10pm the BG# 304 was
recorded in the MAR as 202; and, on 8-15-17 at 6:21am the BG# 76 was recordad in the MAR as 77,

Resident #8's Medication Administration Record was missing the Initials that the medications were administered for the fofllowing dates
and times: 8-1-17 all the resident's 8:00am medicalions; an 8-2-17 ail the resident's 2:00pm and 4.00pm medications.
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Violation Report: 21663 - 0B8/17/2017 - Novak, Ryan
_PCH Name: MT_TREXLER MANOR

1. REGULATION 55 Pa.Code §2600

2600.187(a) - A medication record shall be kept to include the following for each resident for whom medications are
administered: '

1) Resident's name.

) Drug allergies.

) Name of medication.

} Strength.

) Dosage form.

) Dose,

} Route of administration,

) Frequency of administration.

) Administration times.

} Buration of therapy, if applicable.

) Special precautions, if applicable.

) Diagnosis or purpose for the medication, including pro re nata (PRN).
) Date and time of medication administration.

) Name and initials of the staff parsen administering the medication,

3, PLAN OF CORRECTION (PCC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

inciude sleps to correct the violation described above and staps fo prevent a similar viola nun from occurting egain. If steps cannot be compleled
immndrarely, include dates by which the sleps will be completed.

] accordance with Regulation 187 {a): For Residen{'s #6, #7 and #8 med tech staff falled to or inaccurately documented
blood glucose readings as indicated within the citation report. During the B/31/17, med room staff were re-educated o the
importznce of Diabelic Management and proper storage, administration and documentation. In order to improve compliance
in this area, on 09/28/17. all med tech staff will receive reirannmg in PA DHS Diabetic Qvervisw 108 through contract traunlng
provider Star Seip. S g iy e o I sabrmy d 5"5 rmasfasae Ldeats o L W

CCrever.
Monthly audits for the months of May, June, July and August 2017, reveals ene med tech who continues to consistently
struggles with policy and procedural direclives as it pertains to proper medication administration and decumentation Although this
employes received ratraining through individual supervisory sessions and monthly med tech staff meetings, she continues not to
adhere {o the respective medication administration policies. This med tech has resigned effective 9/6/17

Asg part of the July 2017 audit, and due to an unacceptable rmedication documentation/procedural errors rate, on 8717, within 24 hours
this employes received counseling and medication administration documentation re-education {raining from her supervisor. Additionally
on 8/8/17 this employee was suspended for three days due o contiriuing non complaince concerns, On 8/11/17, this employee received
full medication remediation training prior fo her return to work. Following medication remediation training, this employee submitted her
letter of resignation. Effective 9/6/17, is the last day of employment Mount Trexler Manor, Additionally, on the 8/31/17 med

tech staff meeting, the refusal reporting process was reviewed,

Beginning October 1, 2017, MTM will implement an electronic EMar system known as QuickMar. It is through the use of

this system, medication documentation errors (missed inifials, missing or inaccurate bloed glucose readings, etc.,) shall be significantly
reduced. During the QuickMar set up process, the administrator will be able to set individual employee privitegas that will #mit med tech
ability to move between residents without completing the med pass without aceurately documenting the outcome of the pass and also
between meds for the same resident. Also within the system will be established standard for sliding scale documentation. Similary,
effective this date the med room nurse assistant and primary med [ech (daystny will conduct dailly audits of the glucemeters ta ensure
each are accurately calibrated, readings are being completed as prescribad with correct documerted readings.

And, as par of the discussion with DHS newly created blocd glucese monitaring and insulin coverage sheet will be implemented for the
use of more effectively documenting these med adminstration processes.

For additional response informalion, please see Exhibit D.

e

Repeat Violation: Yes Date(s) of Breyvious Violation{sk| 11/16/2016™y Oﬁfoﬁm
i ( } /:Fq\ = \—w
Signature of Legal Entity Representa’( i )
{Required on EVERY Page) / 1
\_/ |

Plosae peep iy 19
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-Exhibit D-

G/

In accordance with Regulation 187{a): For Resident #4 — med tech staff failed to accurately reconcile
information between the MAR and the pharmacy labels. The new order of Clozapine 50mg 8am and
Clozapine 100mg 2 tablets at 8pm as designated on the pharmacy label on the medication roll was
accurately filled as per the prescriber. Staff failed to discontinue the previous arders for these medications
on the MAR and add the new orders. Although the medication pass was accurately administered, staff
continued to initial it's passing in on the old order within the MAR.

2600.187 (a)

Upon the 8/17/17 BHS inspection noted “MAR states, Zenpep DR 3600 units, 2 capsules by mouth twice
daily,” yet the pharmacy labet on the medication roll indicated “Creon 300 unit. Post inspection the Med
Roarmn nurse assistant discontinued the Zenpep order and based on the new order rewrote MAR te reflect
Pancrelipase (Creon) aiso an accepted pharmaceutical. Both Zenpep and Creon are marketed under the
Pancrelipase {see attachment).

In order to improve compliance in this area, all'med administration staff will receive medication
remediation training within 30 days of receipt of this response.

VU he Adm—{(\sz"*‘(C\,\'Dr Lo'a}l oVersSe g o i
TTERiN Compliance. QD A-g-17

et
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Vielation Report: 21663 - 08/17/2017 - Novak, Ryan
PCH Nama: MT TREXIEFR MANOR

1. REGULATION 55 Pa.Code §2600
2600.187(a) - A medication record shall be kept to include the followmg for each resident for whom medacattons are
administerad: .
{1) Resident's name.
{2) Drug allergies.
(3} Name of medication.
(4) Strength.
(58) Dcsage form.
{6) Dose.
(7Y Route of administration.
(8) Frequency of administration.
(9) Administration times.
(10} Duration of therapy, if applicable.
{11} Special precautions, if applicable.
(12) Diagnasis or purpose for the medication, including pro re nata (PRN).
(13) Date and time of medication administration.
(14) Narme and initials of the staff person administering the medication.

Printed Name and Title of Legal Entity Representative

i Date
{Required on EVERY Page) - Wt . é
Chrotpgle”] ma et | " 4/)1F
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

. ~¥-
The above plan of correction is approved as of ﬁ-—ﬂz- Plan of correction implementation status as of C) “[8"‘[7
, : (Date} : ~ (Date)

Fully Implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by Pariially Implemented - Inadequate Progress

A L]0

Not Implemented
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Viglation Report: 21663 - 08/17/2017 - Novak, Ryan
_PCH Name: MT_TREXI FR MANOR : o S B

1. REGULATION 55 Pa.Code §2600 )
2600.187{b) - The information in § 2600.187(a)(13) and § 2600.187(a)(14) shall be recorded at the time the medication is

administered.

2a. DESCRIPTION OF VIOLATION
Resident #8 was admilted to the hospital in the evening of B-2-17. On B-3-17, Resident #8's 8:00am medications wete initialed in the
Medication Administration record they had been administered.

- VIUTHDRAWN Ol 9-%9~11

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
include steps lo comect the violalion described above and steps to prevent a similar violation from occwming again. If sfeps cannot be completed
immedialely, include dales by which the steps wilt be completed.

In accordance with Reguiation 2600.187(b), Resident #8:incorrectly documented that the resident refused his medication
rather than the resident was in the hospital at the time of this peried of administration. Due to continuing medication errors,
on 8/7/17, within 24 hours this employee received counseling and medication administration decumentation re-education
training from her supervisor.

Additionally on 8/8/17 this employee was suspended for three days due to continuing non complaince concerns. On 8/11/17,
this employee received full medication remediation training prior to her return to work.

Following medication remediation training, this employee submitted her letter of resignation. Effective 9/6/17, is the last day
of employment at Mount Trexler Manor. Additionally, on the 8/31/17 med tech staff meeting, the refusal reporting process was
reviewed. ’

In order to improve compliance in this area, all med tech staff will receive madication remediation trafs‘rjln ithin

30 days of receipt of this response. T honu will pubmid Slgrotuse. Shebts
oce.

S Arspnoths  Widravwad
Repeat Violation: No Date(s} o /ﬁa‘mus Violation{s):

Signature of Legal Entity Representjiti

{Required on EVERY Pate) H

Printed Name and Title of Lega! En ty Represen tive Date
éhn rer {nctwan pss yift fih 4/6:// ¥

{Requirad on EVERY Page}
i
DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS L!NE1

The above plan of comection is approved as of Lg*—,-‘, Plan of correction Implementation stafus as of 9-/ g~
{Date} {Date) /s

Fully Implemented

Partially Implemented - Adequate Progress

The above plan of correction was appraved by Partially \/mplemenied - Inadequate Progress

{Initizls}

OO

Not Implemented
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Vioiation Report: 21663 - 08/17/2017 - Novak, Ryan
JPCH Name: MU TREXI ER MANOR

1. REGULATION 55 Pa.Code §2600

2600.187(c) - If a resident refuses o take a prescribed medication, the refusal shall be documented in the resident's
record and on the medication record. The refusal shall be reported to the prescriber within 24 hours, unless otherwise
instructed by the prescriber. Subsequent refusals to take a prescribed medication shall be reported as required by the
prescriber,

Za. DESCRIPTION OF VIOLATION

On 8/14117, resident #6 refused to complete a blood glucose reading. The home did not repor the refusal to the resident's doctor as
required. On 8/3/17, BI7/17, and B/9/17 the resident refused their Nicotine Patch 21mg/24hour every day at 8am. The home did not
report the refusal lo the resident's doctor as required.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and dete any attached pages.)

Include steps fo corract the violstion described above and sleps 1o preven! a simifar viclation from occumng again, if slaps cannot be compleled
immediately, include dates by which the steps will be complated.

In aceordance with Regulation 2600.187(c) for Resident #6: staff failed to ﬁoéify the prescribing physician as to a 12pm
refusal by this resident for blood glucose testing. On the date of inspection, the lead inspector requested this notification be
sent to the prescriber, with a copy sent to the inspeclor by end or business on 8/18/17 {see attachment).

At the 8/31/17 med tech staff meeting staff were re-educated to the refusal precess. In order to improve compliance in thrs
area, afl med administration staff will receive medication remediation training and training on regulations related to med
administration within 30 days of receipt of this response.

Resident #6: the 8/3/17, 8/7/17 and 8/9/17 medication refusal farms were available for raview by the DHS inspector.

These completed forms wera located on the desk adjacent to the med cart. Unforlunately when asked by the inspector to
review these refusal, staff failed to show them to the inspector. On 8/17/17 during the exit interview the lead inspector
requested this notification be sent to the prescriber, with a copy sent to the inspector by end or business on 8/18/17. It was
during the internal review process that the supervisar found the previously completed refusals and submitied them to DHS
for review (see attachments). Due to discovery of the medication refusal forms, Mount Trexler Manor respectfully requests
this section of the viclation be withdrawn from the record,

W [ —
Repeat Violatlon: Yes Da;{s)‘of Previous Vioiation(s( 1116/2016 ’ ﬂfz%
Signature of Legal Entlty Rep antatw L T "
{Reaulired on EVERY Page) lM}
Printed Name and Title of Leggl Entity Rebresengative Date
(Bequired on EVERY Pene! tsh)m; [\zudman po M, Pt 6Z/ /5t
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEF
The above plan of correction is approved as of 1 8/ Plan of correclion implementation staius as of 9“?\ 17
’ - (Dele) s —'.——'I—D_EEE_

D Fully implemented

D Partially Implemented - Adequate Progress

The above plan of correction was approved by E] Partially Implemented - Inadequate Progress
qls} m Not implemented
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Viclation Report: 21663 - 08/17/2017 - Novak, Ryan
PCHName: MT TREXLER MANOR

1. REGULATION 55 Pa.Code §2600
2BG0.187(d) - The home shall follow the directions of the prescriber.

Z2a. DESCRIPTION OF VIOLATION

Resident #6 receives accu checks four times a day at Bam, 12pm, 4pm and Bpm. On B/10/17 at 12pm, 811417 at 12pm, and 8/15/17
at 12pm, there was no blood glucose reading in the resident's glucameter and there was no blood glucose documenied on the
tresident’s Medication Adminisiration Record (MAR).

Resident #7 has a physiclan's order for 2 blood glucose (BG) test to be administered 4 x daily, along with insulin coverage based on a
sliding scale before meal time. On the following dales and times the home either did not administer the BG {est or did not administer
the correct amount of insulin based on the resident's sliding scale; on 8-8-17 ai noon the BGH# 217 required § tnits of insulin the
residen! received 0; cn 8-8-17 at 5:00pm the BG# 123 required 1 unit of insulin the resident received @; on 8-10-17 &l noan the BG#
148 required 2 units of insulin the resident received 0; on 8-11-17 at noon the BG# 263 required 8 units of insulin the residant received
0; on B-12-17 at 8:00am the BG# 134 required 1 unit of insulin the resident received 0; on B-12-17 at 5:00pm the BG# 124 required 1
unit of insulin the resident received 0; on 8-13-17 at 8:00am the resident did not have a BG test administered; on 8-14-17 at noon the
BG# 180 required 3 units of insulin the resident received 0; an 8-15-17 at noon the BG# 235 required 6 unils of insulin the resident
received 0; on 8-16-17 at 8:00am and at nocn the resident was not administered a BG test; and on 8-16-17 at 5:00pm the BG# 276
required 8 units of insulin the resident received 0; and on B8-17-17 &t 8:00am the BG# 175 required 3 units of insulin the resident
received 0,

Resident #8 has an order for blood glucese readings 4 imes daily, on B/14 & 8/15M17 at 12pm the readings were not completed.

Resident #10 has an order for blood glucose readings once daily, on B/14/17 the reading was not completed.

3. PLAN OF CORRECTION {POC) (Attoch pages as recessary. Remember that you must sign and date any attached pages.)

Include steps lo correct the violation described above and slaps to prevent a similar violalion from occurring egain. If steps cannot be complated
immuedialely, include dates by which the steps will be completed.

See Exhibit &

Repeat Violation: Yes 9@) of Previous Vic!ationl&:‘”’m@
Fa¥ —

Signature of Legal Entity R ehtatj
{Required on EVERY Page

Prlntéd Name and Title of Legal Entity preseptative

st Y s U g o euan, MBF, N Pt | ™ 9]

DEPARTMENT U"SE ONLY HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of -9—:-8—1 Plan of comrection implementation status as of @8~ 7
{Date) : : —ae

Fully Implemented
Partially Implemented - Adequale Progress

The above plan of correction was approved by Partially Implemented - Inadequate Progress

(Initials)

MO

No! implemented
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Violation Report: 21663 - 08/17/2017 - Novak, Ryan
-RGH-Names-MT-TREXLER-MANOR

1. REGULATION 55 Pa.Code §2600
2600.227(d) - Each home shall documient in the resident's support plan the medical, dental, vision, hearing, mental health
or other behavioral care services that will be made available to the resident, or referrals for the resident to outslde services

if the resident's physiclan, physician's assistant or certified registered nurse practitioner, determine the necessily of these
services.

2a, DESCRIPTION OF VICLATION

Based upon resident and staff interviews as well as Dapartment observation, resident #11 utiilzes a walker and at fimes a wheel chair
to ambuiate. The residenis Assessment and Support Plan finalized on 8/1/17 indlcates the resident Is independent ambulating and
does net use any assistive devices,

3. PLAN OF CORRECTION {POC) (Attach pages us necessary, Remember that you must sign end date any attached papes.)

inciuds sleps to correct the violation dascribed above and steps to pravent a simifar violatlon from cccurring agein. if steps cannof be completed
immediataly, include detes by whicth the sleps wilt be complaled,

In aceordance wilh Regulation 2600.227(d), Social Services staff did not update the residents RASP to define her need

for assisted ambulatory devices as there currently is no physicans order for-such equipment,  As part of this resident
menial health diagnosis this resident exhibits behavioral issues resulting in her intermittently throwing herself on to the floor
and in an attempt to assist this resident to a standing position, this resident aliows her body to go limp. In order to avoid
injury, MTM provided her with a wheselchair and wal t were received from MTM donations, On September 14, 2017 at
9:20 am, this resident is scheduted to meet with Dr. PCP) to complete the annual MA 51 and DME process. At this
time staff will review with the physician the behavioral concerns resulting in falling to determined if assisted equipment is
warranted,

if the PCP determines the need and documenis the findings as such on the MA 51 and DME, staff will obtain the necessary
physictans order confirming the need for assisted equipment and the RASP will be updated noting this change.

Repeat Violation; Yes Date{s)a re ious Vlolation{s) 00/01/2016

Signature of Lagal Entity RepresentAti. } '
{Reguired on EVERY Page}

Brinted Name and Title of LEK ity Reprasent[a

{Required on EVERY Page) LU/ (l{qmlb{\ﬁ'\ah W\M, Nma.! Pcmg, Date ?/G/l?,

DEPARTMENT USE ONLY - HOMES MAY NOT WR!TE BELOW THIS LINE!

The above plan of correction is approved as of m-z- Plan of correction implementation status as of ?"/ C?*/_Z
(Date) —DaiE)

Fully Implemented
Partially Implemented - Adaquate Progress

The above plan of correction was approved by Partially Implemented - Inadequate Progress

nitials)

AO00

Not Implemented






